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LETTER OF SUBMITTAL 


Aprin 2, 1959. 
Hon. D. 
Chairman, Committee on Ways and Means, House of Representatives, 
Washington, D.C. 


Dear Mr. Cuatrman: I have the honor to submit the report on 
“Hospitalization Insurance for Old-Age, Survivors, and Disability 
Insurance Beneficiaries.” 

This report is made in compliance with the request of your com- 
mittee in its report to accompany H.R. 13549, Social Security Act 
Amendments of 1958 (85th Cong., 2d sess., H. Rept. 2288). 

You will recognize that the enclosed report contains the review and 
summary of a considerable body of information bearing on the ques- 
tions posed by your committee. Data from several recent national 
surveys make possible a current assessment of the medical care prob- 
lems of older persons and provide a basis for the cost estimates re- 
quested by the committee. I am sure you realize that these problems 
are constantly under study, and that there is considerable activity 
throughout the country in an effort to develop better hospitalization 
insurance protection for the aged population. 

The report presents information on the characteristics of the aged 
population, current levels of use of hospitals and expenditures for 
medical care by aged persons, factors influencing trends in costs of 
medical care, and present methods of financing hospital care for the 
aged. It also presents estimates of the costs and discusses the admin- 
istrative implications of providing hospital and nursing home care 
insurance through the old-age, survivors, and disability insurance 
mechanism. The report also discusses several alternative methods of 
helping the aged meet these costs. - 

e have attempted to present the most important factual informa- 
tion bearing on this subject in the most objective possible manner. 

In addition, the introduction identifies the arguments that are ad- 
vanced both for and against Federal action in this area. We have 
not, however, attempted to present conclusions and recommendations 
based on this discussion. This, we felt, was an undertaking which 
should be deferred until after the factual information bearing on the 
subject had been brought together in as complete and objective a man- 
ner as possible. That has been our aim in this report. We trust the 
committee will find that it contains the material necessary for full 
consideration of the problems which led to its request for the study. 

Having completed this compilation, we are now proceeding with an 
analysis of the policy issues involved with a view to developing spe- 
cific recommendations. 

Sincerely yours, 


Arruor S. Fiemmine, Secretary. 
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HOSPITALIZATION INSURANCE FOR OLD-AGE, SURVIVORS, AND 
DISABILITY INSURANCE BENEFICIARIES 


INTRODUCTION 


In response to a request from the Ways and Means Committee of 
the House of Representatives, this report has been prepared to present, 
the results of a study of alternative ways of providing insurance to 
finance hospital and nursing home care for old-age, survivors, and 
disability insurance beneficiaries, and of the practicability and costs of 
the several methods considered. 

The primary purpose of this introduction is to identify the argu: 
ments that are advanced both for and against Federal action in this 
area. 

There is general agreement that a problem does exist. The rising 
cost of medical care, and particularly of hospital care, over the past 
decade has been felt by persons of all ages. Older persons have larger 
than average medical care needs. As a group they use about two and 
a half times as much general hospital care as the average for persons 
under age 65, and they have special need for long-term institutional 
care. Their incomes are generally considerably lower than those of the 
rest of the population, and in many cases are either fixed or declining in 
amount. They have less opportunity than employed persons to spread 
the cost burden through health insurance. A larger proportion of the 
aged than of other persons must turn to public assistance for payment 
of their medical bills or rely on “free” care from hospitals and physi- 
cians. Because both the number and proportion of older persons in 
the population are increasing, a satisfactory solution to the problem 
of paying for adequate medical care for the aged will become more 
rather than less important. 

In our society the existence of a problem does not necessarily indi- 
cate that action by the Federal Government is desirable. The basic 
question is: Should the Federal Government at this time undertake a 
new program to help pay the costs of hospital or medical care for 
the aged, or should it wait and see how effectively private health insur- 
ance can be expanded to provide the needed protection for older 
persons? 


Reasons ApvANCED as TO WuHy THE Frpreran GovERNMENT SHOULD 
Nor Taxe Acrion 


Here are some of the reasons that are advanced by those who sup- 
port the adoption of a “wait and see” position : 

1. As recently as early 1952, only about 25 percent of the 12.7 million 
persons aged 65 and over had any form of health insurance. Today 
about 40 percent of the 15.3 million persons in this age group have 
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some type of health insurance. Whereas a decade ago, few insurance 
plans were open to older persons, many prepayment lans and insur- 
ance companies now provide such coverage and others are experi- 
menting with — arrangements to cover the aged. 

It is reasonable to expect that the proportion of the aged population 
covered by voluntary insurance will inc and perhaps for a time 
at a faster rate than over the past 6 years. However, as the propor- 
tion rises, further increases become relatively more difficult to achieve. 
If the same average yearly increase in the proportion covered as that 
during the past few years is maintained, private hospital insurance 
will reach about 56 percent of the aged population in 1965 and 68 per- 
cent in 1970. If the same increase in coverage of OASDI beneficiaries 
that was recorded between 1951 and 1957 continues, about 70 percent 
. ry aged beneficiary group will have some form of health insurance 

1965. 

"it recognition is given to the fact that voluntary insurance may 
never be able to reach certain groups—for example, persons already 
in long-stay institutions, those with the very lowest incomes and 
others for whom the premium cost of individually purchased insur- 
ance is more than they are able to pay—the present achievement of 
voluntary insurance in relation to its potential is even greater than 
the 40-percent coverage of persons 65 and over would suggest. It 
is recognized, of course, that a part of the problem will remain even 
after # when insurance has reached its maximum development. 

2. A compulsory program to Pepi insurance against the cost of 
hospital care for OASDI beneficiaries or other aged persons would 
in large part undercut voluntary efforts to meet this particular need. 
Some older persons would purchase insurance to cover the cost of 
types of services not covered by the Government program, such as 

rivate room accommodations in the hospital or surgery or physicians’ 

ome and office visits. But there would be little opportunity left for 
private insurance against the cost of those hospital services that were 
paid for by the Government program. A decision to initiate a com- 
pulsory insurance program would be virtually irreversible. 

3. Premios would develop for extending a hospital benefits pro- 
gram to include other components of the medical care bill. The costs 
of short-term hospitalization on the avemnge represent between 25 and 
30 percent of the present medical care bill for the aged. Furthermore, 
voluntary insurance coverage of medical expenditures other than hos- 

ital bills is much less adequate than that for hospital benefits. Thus 
it would be difficult to limit a Government program to hospital or 
— and nursing home benefits. The eventual cost burden that 
might result if an initial program of hospital benefits were expanded 
to include other types of service could be at least two or three times as 
large as the cost for hospital benefits alone. 

4. It is difficult to estimate with any accuracy the future cost of 
medical care. Many persons are concerned with increases in medical 
costs beyond those originally anticipated that have occurred in other 
programs. They believe that the eventual costs of hospital benefits 
alone may be much more than the estimated cost based on current 
practices and experience. 

5. Pressures would also develop for extending insurance against the 
cost of hospital and other medical] care to the working population and 
their dependents. Workers who were paying social security taxes 
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to cover the cost of health benefits in old might object to waiting 
until they reached retirement age to get suc pascection and be willing 
to pay additional contributions in order to have such insurance for 
themselves and their dependents immediately. A decision to pro- 
vide hospital insurance for the aged might thus lead to much more 
far-reaching Government action. 

6. Federal action would result in a diminution of responsiveness to 
varying individual and local situations, and the attenuation of per- 
sonal relationships and personal concern which almost inevitably ac- 
companies a displacement of local and private arrangements by cen- 
tralized governmental programs. 


Reasons ADVANCED As TO WHY FeperaL GovERNMENT SHOULD 
or 


Here are some of the reasons advanced by those who believe this 
problem can only be solved through action by the Federal Government: 
1. A decision against Government action at this time would merely 
tpone an effective solution of the »prontem of medical costs for many 
of the aged. The basic difficulty that private insurance faces in its 
efforts to extend ren i insurance protection to the aged is that they 
are a high-risk, high-cost group. A premium charge based on the 
experience and covering the entire cost of a reasonable level of pro- 
tection for an aged group will be higher than many aged persons can 
afford to pay. Existing insurance has attempted to meet this situation 
by scaling down the benefits and protection provided, by spreading 
part of the cost over younger age groups, or by a combination of these 
methods. Limited pevenseen leaves a large part of the original prob- 
lem unsolved. If the higher than average cost of adequate medical 
care for the aged is accepted as a social cost that should be shared by 
the entire community, Government is in a better position than private 
industry to distribute the cost burden broadly and equitably. 

2. It is possible that a public program of hospital benefits for the 
aged—by taking over this special problem—would help assure the 
continued acceptance of private insurance and prepayment arrange- 
ments as the method of handling the costs of medical care for the great 
majority of the population. A broad spreading of the risk and costs 
can be much more readily achieved by private insurance for the em- 

loyed members of the population under 65 and their dependents than: 

or the entire population. Employee benefit plans would also be re- 
lieved of the special charge which some of them are now carrying 
through various methods of continuing health insurance covera 
for retired persons, thus removing these costs as a possible deterrent 
to employment of older workers and lessening the pressures against 
changes of jobs. 

3. A publicly supported program of hospital benefits for the aged 
could provide more extensive and more adequate protection than 
has characterized much of the poe insurance available to a 
persons. There would be no lifetime limits on the total costs that 


would be covered, no cancellation of the insurance, no exclusion of 
preexisting conditions, and there could well be a h 

than is usual in insurance company 
hospital care that would be paid for bt 
of the cost of all hospital extras. 


igher maximum 
licies on the number of days of 


uring a year, as well as coverage 
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4, A little over 70 percent of all peruse aged 65 and over are now 
eligible for benefits under the OASDI peore Eventually more 
than 9 in 10 aged persons will be eligible. The OASDI mechanism 

rovides a ready and equitable method of spreading the cost of 

ospital care for the aged over the entire working ears _A 
small increase in the present social security taxes would provide im- 
mediate protection for those now eligible for benefits. Persons now 
at work would in turn become entitled to the same protection when 
they reached retirement age. The individual’s contribution toward 
the cost of medical care in old age would be spread over his working 
lifetime without breaks in coverage due to change of residence or 


enplozment, 

. For any specified level of protection, the cost of hospital in- 
surance under OASDI would be relatively low because of the size 
of the group, the compulsory coverage resulting in lack of adverse 
selection and the fact that the collection of contributions and identifi- 
pais of eligible persons would utilize existing tax reports and wage 
records. 

Fears as to rising costs under a public program are often greatly 
exaygerated, Costs may rise in absolute terms without an increase 
in costs in relation to the gross national product or in costs as a per- 
cent of taxable payrolls. Gene in medical knowledge and oe 
that no one can foresee may, of course, substantially increase or decrease 
future medical costs. Such changes would affect the total resources 
used for medical services no matter what method of paying for care 
was involved. 

The first four chapters of the following report summarize the most 
recent available data concerning (1) the characteristics of the present 
OASDI beneficiaries and of the total aged population, (2) the use of 
hospitals and nursing homes by aged P pide and their total medical 
costs and expenditures, (3) past and possible future trends in the 
overall cost of hosvital and medical care, (4) the existing health 
insurance coverage of aged persons and the methods that are being 
used by private insurance in an effort to expand coverage, and current 
governmental provisions for medical care of older persons. 

The fifth chapter discusses the use of the OASDI mechanism to 
provide insurance for OASDI beneficiaries against the cost of hospital 
and a sige home care. The final chapter discusses several other 
methods of helping the aged to meet these costs. Cost estimates are 


given for each of the methods considered. 
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CHAPTER I 


OASDI BENEFICIARIES AND OTHER AGED PERSONS— 
THEIR CHARACTERISTICS 


The U.S. population aged 65 and over now numbers 1514 million 
and is increasing at the rate of about 1 million every 3 years (7). The 
growth of the aged group, both in absolute numbers ‘and in relation 
to the total population, has been accompanied by increasing concern 
about their problems. One of these is the problem of medical care: 
How can higher than average medical needs be financed out of lower 
than average financial resources ¢ 

Of the 1514 million people 65 and over, 9.3 million are now drawing 
benefits under OASDI (at the beginning of 1959). Another 1.6 
million are eligible to receive benefits when they or their husbands 
retire. Together, these groups comprise about seven-tenths of our 
total population aged 65 and over, a proportion that will rise in the 
years ahead. 

As suggested in the request of the House Ways and Means Com- 
mittee, this study is directed primarily to the question of alternative 
ways of providing insurance against the cost of hospital and nursing 
home care for OASDI beneficiaries. Any solution directed at the 
beneficiaries of the insurance system would affect a major portion of 
our present aged ior ecopeme and an increasingly larger segment in 
the future. Those who would be left out are persons who were already 
too old to gain the protection of an insurance system based on par- 
ticipation in covered employment or whose earnings have been too low 
to qualify them for benefits. Almost 2 million of the nonbeneficiary 
group now depend primarily on old-age assistance for their income. 

To round out the picture of the medical care problems of older 
persons, some attention is given to the characteristics and medical 
needs of all persons 65 and over and to the types and extent of medical 
care now available under public assistance and other public programs. 

If all beneficiaries of the OASDI program were to be included 
under health insurance arrangements, such a plan would also en- 
compass persons of other ages who, although perhaps not having 
needs for medical care to the same degree as older people, encounter 
much the same problems in paying medical costs out of reduced in- 
come, In addition to the 9.3 million persons aged 65 and over and 
more than 800,000 women aged 62-64, the beneficiary rolls now include 
about 2 million young survivors and dependents—widowed mothers 
and their children, children of retired workers and disabled children 
over 18—and 240,000 disabled persons aged 50-64, 


CHARACTERISTICS OF Our Present PorunaTION 


As the years go on, the aged group under the OASDI program will 
become virtually the same as our total aged population. At present, 
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however, there are still considerable numbers of aged persons who had 
no opportunity to become beneficiaries of the program. The following 
analysis of the characteristics of the Nees eeg. population is, there- 
fore, focused against a backdrop that includes all persons 65 and over. 
It draws upon the findings of the national survey of old-age and 
survivor insurance beneficiaries conducted late in 1957 (2). 


Age and sew 

Of all persons 65 and over, more than one-third have passed their 
75th birthday. Almost one in seven is an octogenarian. Women 
outnumber men in the population past 65, by a ratio of nearly 120 
to 100. The excess of women to men increases with each 5-year age 
group, reaching 140 to 100 at age 85 and over. ; ' 

The age distribution of the present OASDI beneficiary population 
differs significantly from that of the total aged population. Only 
28 percent of the beneficiaries—in contrast to 34 percent in the total 
aged population—are past 75. Fewer than 1 in 10 is an octogenarian. 
And, among persons 65 and over drawing OASDI benefits, men 
slightly outnumber women—102 to 100. In the age group of 85 and 
oeane camer? the ratio of men to women was 165 to 100 at the end 
of 1957. 

Such a disparity is to be expected in the early years of a social 
insurance system where the primary basis of eligibility is employ- 
ment. (The opposite situation is found, of course, under the old-age 
assistance programs, with 164 aged women for every 100 aged mee 

Several factors account for these differences. e age at whic 
male workers have started drawing old-age benefits has averaged 68- 
69 years (3). As a result, men beneficiaries are somewhat older than 
the total male population aged 65 and over. Women beneficiaries 
who are 65 and over, on the other hand, average more than a year 
younger than all aged women in the population. The population’s 
very oldest women are underrepresented in the beneficiary group 
(they are found instead among the assistance recipients). Not work- 
ers themselves, many of these older women were already widowed 
when the insurance system began, or were wives (many of whom are 
now widowed) of men already out of the labor force. 

In time, this age difference for the women will be largely eliminated. 
For the men, however, the difference reflects retirement practice rather 
than. immaturity of the insurance system and can thus be expected 
to continue. If the “beneficiary population” is thought of as in- 
say men who would be eligible for benefits were they not still at 
work, however, any difference between the age distribution of this 
group ane the total male population 65 and over would probably be 
negligible. 

These age differences color many of the comparisons of the bene- 
ficiary population with the total aged population. For men, the 
differences are accentuated when findings from the beneficiary survey 
are used—because beneficiaries were included in the survey only if 
they had been on the rolls for at least a year and thus tended to be 
older than all beneficiaries. 


Marital status 


The fact that women live longer than men, combined with a tendency 
for men to marry women younger than themselves, results in an sa | 
population that contains a great many widows. Of all women 65 
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and over, more than half (55 percent) are widows. Only one out 
of = three aged women, but as many as two out of three men, are 
married and living with the spouse. Of the married couples in the 
. total aged population, almost half include a spouse under 65—with the 
younger partner almost always the wife. 

Men beneficiaries of OASDI are about as likely as other aged men 
to be married and living with their wives. Women beneficiaries, on 
the other hand, are more likely than other aged women, being younger, 
to be married. Indeed, close to half of those in the 1957 survey were 
married and living with their husband. Of the married couples with 
one or both moti Ph receiving an OASDI benefit, less than three- 
tenths included one spouse under age 65. Information is not yet 
available from the survey as to the proportion of all women beneficiar- 
ies who were widows, but it is obviously smaller than for the total 
aged population. 

Living arrangements 

The vast majority of all aged persons—about eight-tenths of the 
men and seven-tenths of the women—live with a relative. For the 
men, this related person is usually the wife; two-thirds of those 65 
and over, as previously noted, and more than half of those 75 and over, 
are living with their wives. Because women tend to outlive their 
husbands, their living arrangements are different. They are no more 
likely to be living with their husband than with a son, daughter, or 
other relative. This is especially true at the older ages. Of the 
women 75 and over, only 2 in 10 are living with their husbands; be- 
tween four-tenths and five-tenths live with other relatives, while 
more than three-tenths live alone or with nonrelatives. 

While a relatively small proportion of the total aged population 
lives in institutions, this proportion rese rapidly between 1940 and 
1950. Of all people 65 and over, 3.14 percent were in institutions in 
1950 as (eat Ae | with 2.46 percent in 1940. Over the decade, the 
largest relative increase in the aged institutional population took place 
in homes for the aged and in nursing homes, but the number in hos- 
pitals for the mentally ill increased almost as rapidly. Information 
on changes since 1950 will not be available for the total aged popula- 
tion until the 1960 census results become available. 

A detailed description of the living arrangements of beneficiaries 
in 1957, by martial status, can be drawn from the beneficiary survey. 
Of the couples, three-fourths lived alone; most of the rest who shared 
living arrangements were in their own home rather than in the home 
of a relative. Almost three-fifths of the nonmarried retired workers 
lived alone, and more than one-fifth lived in a relative’s home. Of 
the widows, almost as many lived with others as lived by themselves, 
bse a reflection of their advanced age. Three percent of the non- 


married retired workers and 4 percent of the widows were living in 
institutions at the end of the survey year. 


Sources and amount of income and assets (4) 
In June 1958, one in every five persons 65 and over had a paying 
job. When women who are not themselves earners but are marri 


to earners are included, the proportion of the aged population with 


some money income from employment is raised to as over one-fourth 


is group would be 


or almost 4 million people. Fully two-fifths of 
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drawing benefits under the OASDI program were it not for employ- 
ment. “Many of the remainder with earnings have only part-time or 
intermittent work and are at the same time drawing benefits. — 

The 8.8 million persons over 65 who were drawing benefits in June 
1958 under the OASDI program accounted for 58 percent of all aged 

rsons—64 percent of the aged men and 53 percent of the aged women. 

ubstantially all the men were drawing benefits as retired workers. 
Of the women beneficiaries, 42 percent were receiving benefits on the 
basis of their own wage record; more than one-third were drawing a 
wife’s benefit and almost all the remaining a, widow’s benefit. 

About 2.5 million persons, or 16 percent of the aged population, 
received old-age assistance in June 1958. Of these, 1.9 million— 
about two-thirds of them women—received their major support from 
assistance. The remainder were receiving assistance payments to 
supplement insurance benefits that were inadequate for their needs, 

Some of the persons not having earnings or income from the basic 
social insurance or public assistance program could count on income 
from the railroad retirement program, from Government employees’ 
systems or from veterans’ compensation and pension programs. In all 
there were well over a million aged persons who received benefits in 
mid-1958 because of the retirement or death of a railroad worker or 
Government employee and some 900,000 who received veterans’ pen- 
sions or compensation payments because of previous military service. 
Some of them also had earnings, OASDI benefits or public assistance ; 
others did not. 

Obviously, the aged are a diverse group with respect to sources of 
income. Except for full-time earnings, however, these sources are, by 
their very nature, the kind that do not yield large amounts of income. 
In mid-1958 benefits paid to retired workers under OASDI, for ex- 
ample, were averaging something over $66 a month (roughly $800 a 
year), and old-age assistance payments, a little over $61 (not quite $750 
ayear). The 1958 amendments provided an increase of approximatel 
7 percent in OASDI benefits, effective at the beginning of 1959. Old. 
age assistance payments averaged $64 in December 1958. 

Many of the aged have income from more than one of these sources 
or from these sources and private pensions and savings. But even in 
combination, these sources yield relatively low money incomes for the 
| re bulk of the aged a gare Thus, both in 1956 and 1957 three- 

fths of all people 65 and over had less than $1,000 in money income 
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and only one-fifth had more than $2,000. Of the men, two in five had 
less than $1,000 and one in three had $2,000 or more. Of the couples 


with the husband As 65 or over who had their own household and 


did not share it with relatives—generally the most well to do amon 
the aged—almost half had cash incomes of less than $2,000 in 1956 an 
15 percent reported incomes of $5,000 or more. Half the aged persons 
living alone or with nonrelatives (not in institutions) had incomes of 
$900 or more, half had less. Nonmarried aged persons living with 
relatives had on the average even less. 

A number of the aged have available as an additional source of funds 
the assets accumulated in earlier years—in fact, their assets tend to 
be greater than those of younger persons with the same income—but 
it is likely to be those with relatively high income who have substantial 
holdings. A survey made for the Federal Reserve Board early in 1957 
found that 45 percent of all spending units headed by a person aged 
65 or over had financial assets of less than $500 or none at all and 35 

recent had $2,000 or more, including 11 percent with holdings of 
$10,000 or more. Of this latter group, two-fifths had money incomes 
of at least $5,000 and one-fifth of $3,000 to $5,000, whereas of the 
aged spending units whose financial assets amounted to less than $1,000, 
90 percent had incomes of less than $3,000. es 

he money income position and asset holdings of aged beneficiaries 
may be illustrated by data from the beneficiary survey for retired 
couples in which both husband and wife were entitled to benefits 
throughout the survey year. The income of single retired workers is 
roughly half that of the couples and the income of widows is some- 
what lower than that of single workers. 

The median total money income of retired beneficiary couples in 
1957 was $2,190, or $183 a month. The couple characteristically had 
some income other than benefits, with half having $900 or more of 
such income for the year. But the source of this additional income 
was such that it could not reasonably be expected to continue in future 
years in approximately the same amount as in the survey year. The 
average couple had no income from an employer or union pension 
(just over one-fourth had income from this source) or from veterans’ 


compensation and pension payments (fewer than 1 in 20 couples had 
such payments). 


88602—59——2 


HOSPITALIZATION INSURANCE 


PERCENT DISTRIBUTION OF AGED OAS! BENEFICIARIES | 
BY TOTAL MONEY INCOME, 1957 


RETIRED COUPLES 


LZ 
Under 1,200- 1, ee 4,000- 5,000 
600 200 5,000 and over 


SINGLE RETIRED WORKERS 


noer 


Unde 2,400- 3,000 4,000- 5,00 
600 3,000 4,000 5,000 end eve 


TOTAL MONEY INCOME (in dollers) 
Percent AGED WIDOWS 


Y 


0 /////// 
Und 600 1,200 1,800- 2,400 3,000- 4,000- 5,000 
600 1,200 1,800 2,400 3,000 4,000 5,000 | and over 


TOTAL MONEY INCOME (in dollars) 


2/ Both husbond and wife entitled to benefits all year 


SOURCE: SOAS! Beneficiary Survey, 1957. 
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The typical retired couple did not receive income from public assist- 
ance, nor did relatives outside the household contribute money to their 
support. Only 6 and 5 percent, respectively, reported these sources 
of supplemental income. The majority of the couples had some in- 
come from assets—interest, dividends, or rental income; for couples 
with such income, half had $200 or more for the year. Earnin 
were not a source of income for the retired worker in most of the 
couples but of the 37 percent who had earnings, half earned more 
than $1,030 during the year. 

These retired couples had a median net worth of $9,620. Liquid 
assets, stocks, bonds, and owned mortgages together accounted for 
a relatively small part of net worth; only half had as much as 
$1,580 in such assets. An equity in the home was of major importance. 
Almost three in every four beneficiary couples owned their own 
homes—most of them free of mortgage—and the median equity in 
nonfarm homes for the homeowners was $8,360. 

The majority of the couples (7 out of 10) carried some life insur- 
ance. For those with life insurance the median face value was $1,810. 


BENEFICIARIES IN THE FUTURE 


With seven-tenths of our aged population now eligible for benefits, 
it seems reasonable to assume that beneficiaries today are fairly rep- 
resentative of beneficiaries in the years immediately ahead. Increas- 
ingly, the beneficiary population will become more nearly synonymous 
with the total aged population. It is estimated that over three-fourths 


of the aged population will be eligible for benefits in 1970, and over 


80 percent in 1980. 

y assessment of the probable situation of beneficiaries in the 
future must take account of the fact that persons on the beneficiary 
rolls are getting progressively older. Of the beneficiaries 65 and 
over at the end of 1957, there were 28 percent who had passed their 
75th birthday. This is in contrast to the situation 10 years earlier 
when only 20 percent of the aged beneficiaries were of such an advanced 
age. The aging of the beneficiary rolls can be expected to be accom- 
panied not only by higher medical costs but by the using up of 
savings and less opportunity to supplement benefits with earnings. 
Of the retired worker beneficiaries surveyed in 1957, 7 in 10 who 
were not ae a at the end of the year reported themselves not well 
enough to work. This proportion ranged from about 6 in 10 at 
the lower ages to about 8 in 10 at the most advanced ages. 

Improvement in the cash income position of beneficiaries can reason- 
ably be expected, if for no other reason than that the benefit itself is 
increasing as a result of higher wage levels. Prior to the effect of the 
1958 amendments, the average old-age benefit awarded in a given 
month was running $9 to $10 higher than the average benefit received 
by all those in current payment status. The 1958 amendments pro- 
vided an increase of roughly 7 percent in these benefits in recognition 
of changes in purchasing power since 1954, and raised the maximum 
annual earnings base for benefits and contributions from $4,200 to 


$4,800. 
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It is not so easy to forecast other changes in the economic situation 
of aged beneficiaries in the years ahead. Between 1951 and 1957 the 
average total money income of retired workers on the OASI rolls 
went up roughly 50 percent, much more than the rise in consumer 

rices. The net worth of beneficiaries also rose substantially in dol- 
ar terms but much of this increase resulted from a higher valuation 
of the owned home, the most usual asset of aged persons. 

Earnings were more important as a supplement to benefits in 1957 
tha in 1951, reflecting liberalization of the retirement test and the 
addition to the benefit rolls of self-employed persons who tend to 
continue at work longer than wage or salaried employees. 

Nevertheless, the proportion of beneficiaries for whom benefits re- 
mained practically the sole source of cash income was almost un- 
changed between 1951 and 1957. In the case of retired couples, for 
example, while the proportion with as much as $1,500 in addition to 
benefits increase from 1 in 5 to almost 1 in 3, the proportion with no 
money income other than their benefit or less than $75 was nearly 
one-fifth in 1957 as it had been in 1951. 

Assumptions as to continued improvement in the income situation 
of beneficiaries must be tempered by the caution that future benefi- 
ciaries will come increasingly from the low-income agricultural areas. 
The insurance system, originally limited to wage and salary workers 
in industry =e commerce, has gradually been expanded to cover 
virtually all the gainfully employed, including agricultural and 
domestic workers, farm operators, and other self-employed persons. 
The impact of the original coverage was naturally diac greater in 

the industrialized and more prosperous States. 
' Because of their late start, the rural low-income areas can be 
expected to account for proportionately more beneficiaries during the 
years ahead while they are catching up. These are the areas where 
the total income of beneficiaries—and the benefit itself—can be ex- 
ted to be relatively low because of low wage levels. Workers quali- 
fying on the basis of employment and self-employment 
will also be much less likely to have private pensions or other health 
and welfare benefits to supplement their OASDI income. 


SOURCES 


(1) These and subsequent population data relating to all aged persons are 
based on the most recent Census Bureau reports updated and adjusted by the 
Social Security Administration to include estimates for Alaska, Hawaii, Puerto 
Rico, and the Virgin Islands. 

(2) For further detail, see “Income of OASI Beneficiaries: Highlights From 
Preliminary Data, 1957 Survey,” Social Security Bulletin, August 1958; “Assets 
and Net Worth of OASI Beneficiaries: Highlights From Preliminary Data, 1957 
Survey,” Social Security Bulletin, January 1959. 

(3) io further detail see Social Security Bulletin, Annual Statistical Supple- 
ment, 7. 

(4) Income data for all aged persons are based on “Selected Sources of Money 
Income for Aged Persons,” Social Security Bulletin, December 1958 ; Bureau of the 
Census, Current Population Reports, Series P-60, Nos. 27 and 30; and unpublished 
tabulations prepared (for 1956) by the Bureau of the Census for the Social Secu- 
rity Administration. For further detail on assets, see “Survey of Consumer 
Finances: The Financial Position of Consumers,” Federal Reserve Bulletin, 
August 1957 and September 1957. Cross-tabulation of asset holders by income 
is unpublished. The spending unit is defined to include all related persons living 
in the same dwelling who pool their incomes for major expenses and also persons 
living alone. 
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CHAPTER II 


CURRENT LEVELS OF USE OF HOSPITALS AND EXPENDI- 
TURES FOR HOSPITAL AND MEDICAL CARE BY AGED 
PERSONS 


The success of modern medicine in esr epidemics and in 
curing or controlling diseases once usually fatal has brought chronic 
illness, particularly the illnesses of old age, to the fore as a health 
pewons In part because of these new developments, older persons 

ave greater need for hospital and other medical services than younger 
persons. They may require more elaborate types of care than younger 
persons and their recovery is likely to be slower. 

Beyond these general observations, however, there is no adequate 
basis for judgment as to how much hospital and medical care older 
wasn indeed, the population as a whole—should be receiving. 

here is some information as to how much they are getting and how 
their total expenditures for medical care are distributed among differ- 


ent types of service. 
Stratus 


The National Health Survey is beginning to yield a wealth of new 
and useful data on the health status of the civilian noninstitutional 
as and the medical services they receive. Some contrasts in 

ealth status between persons aged 65 and over and persons of all ages 
are evident in the following summary findings based on the first 12 
months of the survey (table 1). 


TABLE 1,—National health survey; Frequency of occurrence of specified health 
conditions and utilization of services, 1957-58 (1) 


Rate per 100 persons per year 
Type of experience 

Persons aged Persons Persons 

65 and over | underage65 | of all ages 
Restricted activity days... 4, 730 1,743 2,000 
Bed disability days including hospital days 1, 630 697 730 
pate in short-stay hospitals_ . 178 76 85 
Incidence of acute conditions. 163 269 260 
Persons with one or more chronic conditions ! 76 38 41 
Persons with activity limited by chronic conditions !-. - 42 7 10 
Persons injured_. 25 28 28 
Physician visits. 680 514 530 
Dental visits 80 168 160 

1 Based on first quarter data. 


These figures corroborate the findings of earlier studies that the 
aged spend at least twice as many days per capita in general hospitals 
as the population as a whole, that acute conditions occur less fre- 
quently among the aged and chronic conditions more frequently than 
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among younger persons. pore, according to this survey, see 
the dentist at about half the frequency, and physicians more 
uently than persons of all ages. Among the chronic diseases in which 
the case rate for the aged is substantially higher than for younger age 
roups are: cancer, cerebral hemorrhage, heart diseases, nephritis, 
Sieh lood pressure and arteriosclerosis, and arthritis and rheumatism. 

Another indication that the medical-care needs of older persons 
are considerably greater than those of the rest of the population is 
afforded by data on costs of medical care (out-of-pocket expenses, 
less health insurance premiums, plus health insurance benefits) ob- 
tained in a nationwide survey of family medical-care costs (2). In 
the 12-month period July 1952—June 1953 the average cost of medical 
care per person in the noninstitutional population was $66, but for 
those aged 65 years or more it was $102, or half again as much. A 
very rough estimate of the equivalent cost at current prices (usin 
the Consumer Price Index as a basis for adjustment) would be $81 an 
$125, respectively, per person. 

There are also significant differences in the distribution of the 
medical-care dollar of the aged as compared with the rest of the 
population. The same study shows that hospital bills and medicines 
made up considerably larger proportions of the medical care costs 
for the aged than for the population as a whole, 24 and 21 percent 
compared with 20 and 15 percent. Because hospital costs have in- 
creased more rapidly than other medical costs, the proportion of total 
medical costs represented by hospital services md g be higher today— 
perhaps 28 percent for the aged—if utilization of the various types of 
medical services is assumed not to have changed. 


Uriization or GENERAL Hosprrats By Acep Persons 


In the past 2 years there have been four surveys from which na- 
tional data were obtained on the use of hospitals by persons aged 65 
and over. As of the time of writing of this report, only prelimina 
data are available from two of the surveys and the analysis of muc 
of the detailed data from a third has not been com leted. However, 
the data that are in such form as to permit analysis provide sub- 
stantial information on the current use of hospitals by aged persons 
and a reasonable basis for estimates of the cost of prepayment of hos- 
pital expenses for OASDI beneficiaries. 

The four new national surveys are (I) the survey of OASDI bene- 
ficiaries made by the Bureau of Old-Age and Survivors Insurance 
in the fall of 1957 (3), (IL) the survey carried out in September 1956 
by the Bureau of the Census for the Public Health Service as an 
extension of the methly current population survey (4), (III) data 
from the national health survey for the period July 1957-June 1958 
(1), and (IV) a survey financed by the Health Information Founda- 
tion and carried out by the National Opinion Research Center of the 
University of Chicago in the spring of 1957 (6). Considerably more 
detailed information is at present available from the first two of these 
studies than from the last two. 


1 Includ expenditures for emergency outpatient care; excluding most payments for 
aon in rn han hospitals because many of the patients in long-term hospitals are not 
eonsidered part of the noninstitutional population and also excluding the value of free 
or reduced-rate care in nongovernmental nonprofit hospitals if it was not connected 
any form of prepaid medical-care plan or insurance. 
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Although limited to current beneficiaries, the BOAST survey in- 
cluded beneficiaries: residing in institutions. Data presented here 
from the other three surveys relate to the total noninstitutionalized 
population. In the fourth study, however, data were not collected 
relating to a member of the family who was in a hospital on the survey 
date. Household surveys generally miss ‘some days of hospital ex- 
perience, because they fail to enumerate persons who live alone and 
are in the hospital on the survey date, members of families that break 

at least temporarily because of major illness, and persons who Have 
died during the survey year. The last omission is the most important 
quantitatively. There are a few studies which provide some basis for 
an adjustment to take account of these missing days of hospital care. 
The adjustment is larger for the older age groups because of the 
higher proportion of deaths in these groups than in the population 
under 65. For the cost estimates presented in Chapter V, a substantial 
allowance (in the neighborhood of 20 to 25 percent for the entire 
oup aged 65 and over) was made for this factor. The available 
ata permit nothing more than a rough overall correction, however, 
and the analysis of hospital utilization which follows relates to the 
information reported in the surveys.” 

The most important overall measures of the extent of hospital use 
by all persons aged 65 and over included in the four surveys are sum- 
marized in table 2. 


TABLE 2.—Use of hospitals by persons aged 65 and over, 4 national surveys, 
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1956-58 
Annual rate BOASI, |Census-PHS,| NHS, NORC-HIF, 
1957 1956 1957-58 1957 
Persons hospitalized per 100 11.1 9.9 112.1 10.4 
care per bad 21.2 17.6 214.8 16.4 
0s care persons u- 
lation, total. x 236.0 175.0 178.0 160.0 
xcluding da 

Beyond 192.0 149.0 () 152.0 

Beyond 204.0 160. 0 4172.0 

4 Number of discharges. 


2 Days per discharge. 
# Exclusion based on days per discharge. 
4 Not available. 


These data all relate to care in general and short-term special hos- 
pitals (excluding care in mental institutions, tuberculosis sanitori 
nursing homes, and similar institutions). The data from the nationa 
health survey that have been tabulated as of this time relate to hos- 
pital discharges, rather than number of persons hospitalized. Since 
some persons are hospitalized more than once during a year the num- 
ber Of udittiaetonia or discharges is larger than the number of persons 
hospitalized. In the BOASI survey, for instance, the annual rate of 
admissions was 13.6 as compared with the rate of 11.1 persons hos- 
pitalized per 100 persons. The Census-PHS 1956 survey also showed 


2Data collected in the BOASI survey on hospital utilization of a beneficiary's spouse 
who died during the r were excluded from the analysis because similar data were not 
obtained for old-age ficiaries who died during the survey period, and data available 
from hospital records for use in, making the correction for apply to all deceased 
persons regardless of family status, 
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about 25 percent more admissions than persons hospitalized during 

the year. A count of the number of perons hospitalized from the 

national health survey will probably show between 10 and 11 persons 

The of aged persons found to be hospitalized 
uring a year was thus very similar in all four studies. 

The average days per admission or per discharge are of course less 
than the average days per person hospitalized. The total days of 
hospital care per hundred persons in a survey population are the 
same whether based on a count of admissions or of persons hospital- 
ized. The data from the four surveys on this item are thus directly 

The number of OASDI beneficiaries entering hospitals was some- 
what age than that shown by the surveys for the aged population 
as a whole and their average stay was significantly longer. Bene- 
ficiaries thus had more days of hospitalization per capita per annum. 

The special characteristics of the beneficiary group suggest some 
reasons for this difference. Retired persons are more likely to need 
hospitalization than those still at work and for the most part the 
BOASI survey excludes persons who are not substantially retired. 
Moreover, many of the beneficiaries, particularly among the men 
aged 65-69, probably retired because of poor health. 

Persons in the institutional weypenma are more likely than others 
to be in poor health and the BOASI survey is the only one to include 
the institutional population. Furthermore, the beneficiary data in- 
clude persons who are hospitalized during the entire survey year: 
such cases were omitted entirely in one of the other surveys and ma 
have been underenumerated in the other two insofar as the individuals 
were not counted as members of the surveyed household. The bene- 
ficiary group includes somewhat more persons with hospital insur- 
ance (48 percent) than the aged 2 mepees as a whole, and fewer 
recipients of public assistance or others with very low income. 

Some of the factors which influence the extent of hospital utiliza- 
tion can be identified from the more detailed information that is avail- 
able from some of the surveys. 


Personal characteristics 

Age, sex, and marital status all affect the amount of time spent in 
hospitals. Household surveys show that aged men are admitted more 
frequently and stay longer in hospitals than aged women. The dif- 
ferences found are much greater in some surveys than in others and, 
perhaps because of sampling variations, are not consistent for all age 
and thes subgroups. The very limited information that is available 
relating to persons who die in hospitals suggests that women decedents 
have somewhat more days of hospitalization than men decedents. 

In general, the amount of time spent in the hospital for every 100 
persons in the population increases with age. In the Census-PHS 
survey there were 176 days of hospitalization in a year for every 100 
persons aged 65-69 and 207 days for every 100 persons aged 75 and 
over. 

Marital status and the interrelated factor of living arrangements 


also affect the need for hospital care, A person living alone may have — 


to be hospitalized for an illness which could be treated at home if 
other people were present to provide care. Married men and 
widows—many of the latter live with their children—have in gen- 
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eral lower rates of hospitalization than single persons; married 
women have almost as high rates as single women, perhaps because 
aged husbands are less able to care for their wives than women for 
their husbands. 


Income 


In the main the probability of a beneficiary entering a hospital 
during the year, as indicated by BOASI survey data, bears no system- 
atic relationship to his income (or, in the case of married beneficiaries, 
to the income of the couple). At each income level, however, those 
beneficiaries with some health insurance tend to have a higher hos- 
pital admission rate than beneficiaries with no insurance. 


Insurance status 

Persons who have health insurance enter hospitals more frequently, 
but have more short-duration stays than those who are uninsured. 
For the BOASI and the Census-PHS surveys, the experience of those 
aged 65 and over with and without insurance in the 12-month period 
is shown in table 3. 


TanLe 3.—Use of hospitals by persons aged 65 and over, by hospital insurance 
coverage status, BOASI, 1957, and Census-PHS, 1956, surveys 


BOASI, 1957 Census-PHS8, 1956 


Insured | Uninsured} Insured Uninsured 


Persons hospitalized per 100 persons_................-- 14.2 8.8 12.4 8.5 
Average days of care per person hosptalizied............ 17.4 25.7 15.0 19.8 
Total days hospital care per 100 persons..........-.-..- 248.0 226. 0 186.0 168.0 


The reasons for these differences are rei clear. Persons with 
insurance are more likely to go to the hospital early in the course of 
an illness or for essentially diagnostic purposes and thus stay a rela- 
tively short time. The uninsured group includes a larger a 
of “impaired risks” who cannot purchase insurance, of older persons 
with more serious medical needs, and probably of persons who because’ 
of fear of the costs postpone getting seaciionl and hospital care until 
the need is overwhelming. 
_ The type of health insurance found among a particular group may 
itself affect the extent of It is assumed by 
those working in the field that utilization will be higher the more 
nearly complete the protection provided for a particular risk. This 
is one of the reasons given for use of coinsurance; it is also one of 
the reasons advanced by the insurance industry for assuming a very 
large increase in utilization beyond that now found for persons having 
cash indemnity insurance if a program of hospital service benefits were 
made available to most of the aged population. There is little factual 
basis for measuring the magnitude of such differences. 

Another factor of some significance would appear to be the extent 
to which insurance or Prepayment applies to the total medical bill and 
not just to a part, such as hospitalization or hospital and surgical care. 


One recent carefully designed comparative study showed signifi- 
cantly (about 20 percent) lower hospital admission rates for the mem- 
bers of a large prepayment plan that provides almost all medical 


he, 
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services outside as well as in the hospital than for a comparable group 
who had hospital or hospital-surgical insurance only. For persons 
admitted to the hospital the average duration of stay was much the 
same in the two groups. As a result the average annual number of 
days of care per 100 persons in the comprehensive prepayment plan 
was about 85 percent of that for the other group. In the case of per- 
sons aged 65 and over the differences were less than for those in 
younger ages. The overall utilization rate for persons aged 65 and 
over in the prepayment plan was 159.5 days as compared with 168.1 
days for the group with more limited insurance coverage (6). 

Type of hospital 

As was indicated earlier, the hospital care that is measured in all the 
data cited was received in general and special short-stay hospitals. As 
might be expected, the average duration of stay in Veterans’ Admin- 
istration general hospitals, which treat short-term and long-term 
patients, is considerably higher than that for patients treated in pri- 
vate, short-term hospitals. 

The 1956 Census-PHS survey found that veterans of wars other 
than World War II spent 34 days, on the average, when hospitalized 
in a Federal (predominently VA) hospital and only 10 days when 
hospitalized in a non-Federal short-term general hospital. 

Preliminary data from the recent National Health Survey show 
similar differentials in length of hospital stay between veterans treated 
in Veterans’ Administration general hospitals and persons discharged 
from private and public general hospitals. 

In the main, these differences are accounted for by the fact that 
more than 35 percent of all patients in VA general hospitals are in fact 
neuropsychiatric or tuberculosis patients and another 20 percent are 
patients treated for either a neoplastic, a chronically disabling respira- 
tory or cardiovascular disability (7). Utilization rates derived from 
stays in all general hospitals are thus likely to be higher than would 
be found for non-Federal hospitals only. 


Cuances Hosprrau Utmazation 1951 


The utilization rates derived from two of the current national sur- 
veys can be compared with data obtained in two 1951 surveys: a Cen- 
sus-SSA survey similar to the Census-PHS 1956 survey and the 1951 
BOASI beneficiary survey. 

The same general relationships between utilization rates for the 
aged and for the total population, and for those with and those with- 
cut insurance were found in the earlier studies as in the comparable 
1956 or 1957 experience, During the period, there was an increase 
both in the proportion of persons aged 65 and over and in the propor- 
tion of aged beneficiaries with insurance. The total days of care per 
100 aged persons also increased, but very much less than the increase 
insurance coverage. 

The 1951 Census-SSA survey showed 26 percent of the persons 65 
and over rab hospitalization insurance while hospital utilization 
for the entire 65 and over group was 165 days of general hospital care 


per 100 persons in the population (8). The comparable figures from 
the Census-PHS 1956 sary were 86 percent with hospital insurance 
per 100 persons aged 65 and over, The 


and a utilization rate of 1 
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1951 beneficiary survey showed 23 percent with hospitalization insur- 
ance and a utilization rate of 225 days per 100 beneficiaries (9) 

as compared with 43 percent with insurance and a utilization rate of 
236 per 100 in the 1957 beneficiary survey. 


Duration or GENERAL Hosprran Stays 


For persons aged 65 and over the four recent national surveys show 
from 15 to 22 days of hospitalization per year per person hospitalized 
in general hospitals. These averages include many short and some 
very long stays. The relative number of aged persons hospitalized 
for different periods of time during a year in the two surveys for 
which such information is now available is shown in table 4. 


TABLE 4.—Percent of persons aged 65 and over hospitalized for specified periods 
of time during the year, Census-P HS, 1956, and BOASI, 1957, surveys 


Days hospitalized Census-PHS,} BOASI, 
1956 1957 


AGED OASI BENEFICIARIES IN GENERAL HOSPITALS FOR SPECIFIED 
PERIODS DURING THE YEAR 
AND 
AGGREGATE DAYS OF HOSPITALIZATION 


PERCENT 


20 
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PERSONS HOSPITALIZED 


DAYS OF HOSPITALIZATION 


days 


SOURCE: BOASI Beneficiary Survey, 1957 Dete for persons aged 65 and over 
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Although a larger proportion of the aged beneficiaries than of all 
aged persons included in the Census-PHS survey had less than 31 days 
and a smaller proportion had more than 60 days of hospitalization 
during the year, the very long stays of a relatively few beneficiaries, as 
well as the somewhat higher rates of persons hospitalized, resulted in 
considerably more days of hospitalization for the entire beneficiary 


up. 
The total days of hospital care per 100 persons in the population, ex- 
cluding days beyond 30, — 60, and beyond 90, were shown on page 
15 above. The percent of all days accounted for by — of hos- 
pitalization of different duration during a year were as follows: 


TABLE 5.—Persons aged 65 and over: Days of general hospital care per 100 per- 
sons per year and percent of days in periods of specified duration during year, 
Census-PHS, 1956, and BOASI, 1957, surveys 


BOASI, 1957 
Census- 
PHS 1956 With Without 
Total health health 

insurance | insurance 

Days of general hospital care per 100 persons per year--.- 175 236 248 226 
Percent of days accounted for by days— 

71.8 67.3 83.2 54.0 
Between the 3ist and 60th....................-.---- 13.8 14.6 13.3 15.5 
Between the 6lst and 90th....................------ 6.4 5.0 2.3 7.3 


These figures indicate also the very large differences between bene- 
ficiaries with some type of health insurance and those without insur- 
ance in the duration of hospitalization. The survey shows that only 
about 2 percent of the insured beneficiaries but nearly 10 percent of 
the uninsured group spent more than 60 days in the hospital. 


Hosprrrau ror SELEcrep GROUPS IN THE UNITED STATES 
AND ABROAD 


The information with regard to the use of hospitals by aged persons 
that has been presented above comes from representative national 
surveys. It thus includes the experience of persons in all sections of 
the country, in rural and in urban areas, at inane levels, with and 
without hospital insurance and with different kinds of insurance. 

Although comparable information is not available for most States 
or major areas within States, it is known that there are significant 
differences in the amount of hospital care received by the total popu- 
lation—and presumably by the aged population—in different sections 
of the country. These differences result not only from differences in 
the age, sex, family structure and income levels of the population; 
they are affected also by the characteristics of medical practice and 
by the overall supply of honpiaal beds, which in turn may reflect rural- 
ity and relative wealth of the States. If hospital beds in a community 


are in short supply, the acutely ill will have first call on the available 
beds, and hospital stays will on the average be shorter than if beds 

e Nation’s hospital ae today provides 3.5 hospital beds per 
1,000 population in non- 


ederal short-term general and special hos- 
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itals and 4.2 per 1,000 in all general (short~ and long-term, including 
ederal) and all short-term special hospitals (10). It is of some 
significance that these proportions are almost exactly the same.as in 
1946, in spite of the postwar program of hospital construction and the 
sizable growth during the period in the use of voluntary health insur- 
ance to prepay the costs of hospitalization. Acceptable non-Federal 
neral hospital beds, according to Public Health Service data for 
uly 1, 1958, are somewhat more evenly distributed in relation to pop- 
ulation today than in 1946, but even in 1958, the number of beds per 
1,000 population varied from 2.49 in South Carolina and 2.58 in Indi- 
ana to 5.07 in Montana (1/7). 

Scattered information with regard to hospital utilization is avail- 
able from a considerable number of local surveys or surveys based on 
the experience of particular population groups or insured plans. As 
would be epested, the utilization rates derived from such special ex- 
periences show a very wide range (72). 

For example, a New York City study made in 1951 showed an 
annual rate of 94 days of general hospital care per 100 persons a 
65 and over. The California Health Sarees of 1954-55, on the other 
hand, found 190 days of hospitalization for each 100 persons aged 65 
and over. These two studies included both insured and uninsured 
aged persons. 

There are more studies that relate to an insured population only. 
A 1954 study of Blue Cross-Blue Shield subscribers in New York Cit 

ve a rate of 168 days per 100 members; a 1955 study of New Yor 

ity subscribers to Blue Cross and HIP a rate of 160 days per 100 
subscribers. 

A number of the studies made about 1950-52 relate to persons aged 
55 and over, probably because too few persons aged 65 and over were 
then insured to make any sample data for that age group very relia- 
ble. Birmingham Blue Cross subscribers aged 55 and over had a 
utilization rate of 98 per 100 in 1952-53 and Boston Blue Cross sub- 
scribers in this age group a rate of 162 per 100, while Boston holders 
of Aetna Insurance Co. hospital policies who were aged 55 and over 
utilized 123 days per 100 policyholders. 

Aged pensioners of the General Electric Co. used 226 days of hospi- 
tal care per 100 in the years 1948-51. Missouri Pacific Railroad pen- 
sioners in 1954 used 550 days; the benefits in this plan include 
complete medical care but only when the individual is hospitalized 
and care is paid for up to 365 days in the hospital. 

Some experience data are also available from certain government- 
sponsored hospital Bsa hae in other countries. These data are fre- 
quently cited as indicative of what may happen in the United States 
if a large proportion of the aged population should come to have 
— insurance. Hospital utilization is influenced by many social 
and cultural factors as well as by differences in the organization of 
the total medical services of a country, and there are marked varia- 
tions in the experience of different foreign countries, 

Most of the readily available information as to hospital utilization 
in other countries relates to the total population and not to the aged 
a Data specifically for persons aged 65 and over are avail- 
able from several of the provinces of Canada. Attention is usually 
directed to those provinces that have publicly supported hospital pro- 
grams, and particularly to Saskatchewan. 
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Hospital utilization rates both for the aged and for the entire 

pulation are much higher in Saskatchewan than those found in the 
United States. In 1957 the rate for the entire population of the 
province was 228 days per 100 persons and for persons 65 and over it 
was 687 days per 100. The underlying reasons are fairly clear. 
Saskatchewan is a poor, highly rural province. The province has de- 
liberately provided a hospital bed capacity considerably larger than 
that ordinarily regarded as necessary or desirable. In 1957, it had 
7.4 = hospital beds per 1,000 population (as compared with 4.2 
in the United States). An air ambulance service brings persons from 
remote areas to hospitals for all kinds of care. 

The Saskatchewan public hospital service program has no restric- 
tions as to age, kind of disease or duration of care provided. A sub- 
stantial proportion of the persons hospitalized, and particularly of 
those 65 and over, are hospitalized for chronic conditions (60 percent 
of those 65 and over according to a recent Public Health Service study 
(13)), and the proportion of long-stay cases—some as long as 5 
years—is comparatively high. 

About 27 percent of all persons receiving hospital service in Sas- 
katchewan are public-assistance recipients who are entitled also to 
care by private physicians paid from public funds. Physicians’ visits 
to these cases are found to be mainly in the hospital, a saving in 

hysician time that is particularly significant in a Province where so 
arge a part of the population lives in remote areas. From the point 
of view of the patient, and his family also, hospitalization may be dic- 
tated b eninlion well as strictly medical considerations. 

In effect, the Saskatchewan hospital program has operated as an 
institutional-care program. The Province is now starting a program 
for construction of nursing homes and other special types of facilities 
that in time may somewhat alter this general picture. 

In British Columbia—where a system of public hospital care has 
also been in existence for a number of years, but where hospital bed 
capacity is lower, and hospital benefits, though unlimited in Ricaaion, 
are available only for acute illnesses—the hospital utilization rate for 
for persons 65 and over is about half that in Saskatchewan. 


UruaizaTion or NuRsING Hous AND OrHer Facmities 


There is much less information with rogerd to the extent of utiliza- 
tion of nursing homes and other types of medical facilities by aged 
persons. Most population surveys relate primarily, if not exclusively, 
to persons who are not living in institutions. Surveys of the institu- 
tional population have been infrequent and have provided little infor- 
mation as to rates of admission, length of stay, or similar factors. 

The BOASI survey not only included beneficiaries who were resi- 
ing in institutions at the time of the survey, but also obtained informa- 
tion on the total time spent in institutions during the survey year. 
As compared with 11 in every 100 aged beneficiaries who spent some 
time in a general hospital during the survey year, there were 2.3 per 
100 who spent some time in long-stay institutions—1.0 in mental hos- 
pitals, tuberculosis, sanatoriums, or other types of chronic disease hos- 
pitals, and 1.3 persons in nursing homes. 
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The total days spent in these chronic-care institutions aggregated 
considerably more than the total days in general hospitals—448 days 
of institutional care as compared to 236 days of hospital care per 100 
beneficiaries. There were 172 days of care in mental, tuberculosis, 
and other chronic disease hospitals, and 276 days of care in nursing 
homes per 100 beneficiaries. Tt was not practicable to get from the 
beneficiaries who were surveyed sufficient information to classify the 
nursing homes even roughly into those that provided Boscia resi- 
dential and custodial care and those that gave skilled nursing and 
medical care. 

Sixty-seven percent of all the recorded stays in nursing homes were 
for more than 60 days, and many were for a full year. Only 13 per- 
cent of the aged beneficiaries who had been in nursing homes duri 
the survey year had spent less than 30 days in the home. A third o 
the nursing-home cases spent some time in a hospital during the survey 
year, almost always a general hospital. 

There are perhaps 450,000 beds in nursing homes of all types in 
the United States. A recent national conference on nursing homes 
and homes for the aged suggested that such homes be classified ac- 
cording to the kind of service they provide as residential facilities, 
peer care facilities, nursing care facilities and multiple service 

acilities. 

The latter two categories would encompass what earlier Public 
Health Servise studies had called skilled nursing homes. To meet 
this definition a home must provide skiled nursing care and related 
medical services for 24 hours a day. As of January 1958, the States 
reported (under the Hill-Burton medical facilities construction pro- 
gram) a total of 221,435 skilled nursing home beds. Of these, 108-416 
were considered unacceptable becauseof fire hazards or health 
reasons. In the aggregate the States considered that they needed 
436,000 skilled nursing home beds. 

About three-fourths of all skilled nursing homes, with a little less 
than two-thirds of the beds, are proprietary institutions. In July 
1956, the latest date for which detailed figures are available, 5 percent 
of the homes with about 15 percent of the beds were publicly owned 
and operated; the remainder were nonprofit homes or of unknown 
ownership (14). 

A 1953-54 survey of nursing homes in 13 States found that 90 per- 
cent of the patients in proprietary nursing homes (including all types 
and not just skilled nursing homes) were aged 65 and over. Two- 
thirds of the aged patients were women. Only one-half could walk 
alone and one-fifth were completely bedfast. Eighteen percent of 
the pa had been in their present home for 3 years or more. 
Public assistance financed, entirely or in part, the cost of care of one- 
half of all patients in proprietary nursing homes (145). 

There are a few alka scattered studies which give some indication 
of the characteristics of persons in nursing homes. For example, a 
1958 study of 530 residents of five Jewish Senne for the aged which 


provide nursing-home type care found that half of the persons in 
‘the homes were 80 years or age or over and widows constituted the 
largest group. In the four homes in the United States (one of the 
homes studied was in Canada) almost one-half the residents were 
supported primarily by public assistance. At the time of the study 
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8 in every 10 residents had been living in the home 5 years or longer. 
me nursing service was required by all but a small fraction of the 
residents and many required extensive medical services as well (/6). 


Mepicat Care Costs 


It is well known that the aged, like other predominantly low-in- 
come groups, are likely to find the financing of their medical needs a 
heavy burden. Sometimes they forego necessary medical care en- 
tirely or defer it much longer than is desirable. In other instances 
they Fag the care they need, but must relay on others to help pay for 
it. e degree to which they fail to obtain an adequate amount of 
medical care can only be inferred. However, the degree to which 
older persons encounter difficulty in paying for the medical care they 
receive—as well as the amount of their costs—can be illustrated by 
preliminary findings from the 1957 survey of OASDI beneficiaries. 
The statistics presented above on hospital utilization relate to all 
individuals or al beneficiaries aged 65 and over. The analysis of 
medical care costs that follows is presented separately for nonmarried 
beneficiaries aged 65 and over and for beneficiary couples (some of 
which include a spouse under age 65) because for married persons, 
an analysis of medical care costs, their relationship to resources, and 
the means of meeting them, are much more meaningful when related 
to couples than to the individuals making up the couples. 
Since total medical costs include honsehold 
as well as prescription medicines and the services rendered by hos- 
pitals, physicians, and others, it is to be expected that few beneficiary 
groups would have no costs during 4 period of a year. Of the mar- 
ried couples in the survey sample, for instance, only 3 percent re- 
rted incurring no medical costs during the survey year. Another 
percent reported that some (or all) of their care was furnished 
“free,” i.e., without direct charge to anyone.’ Nine percent had known 
costs totaling $800 or more (table 6). 


Taste 6.—Medical costs: Percent distribution of aged OASI beneficiaries by 
amount incurred during year, 1957 


Total medical cost Beneficiary | Nonmarried 

: couples beneficiaries 
$300 to $399 9 4 
$400 to $499 6 a 
Some free care. 6 8 
a 2 2 


8 Beneficiaries were not necessarily classified as receiving “free’’ care because they them- 
selves or their relatives did not pay for it. They were classified as receiving “free” care 
whenever care was supplied by a hospital or doctor and no bill was rendered to anyone, or 


when a public assistance or other agency made payment directly to the hospital or doctor, 
or other vendor and the beneficiary did not know the amount of such payment. The 
dollar value of the medical care for which there was a charge was not tabulated if some 
care was received “free.” : 
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For those beneficiaries reporting medical costs of known amount 
(including zero) and ey no item furnished “free,” the median 
expense incurred was about $190 for the married cou les, a little more 
than twice the figure of $90 for the nonmarried beneficiaries. Because, 
as shown below, beneficiaries with some “free” care or costs of un- 
known amount had hospitalization more often than other beneficiaries, 
the cost of their one ag known, would probably have raised the me- 
dians above these levels. : 

On the whole, there appears but little systematic relationship be- 
tween the amount of medical costs and the amount of cash income. 
This is consistent with the finding that there is no systematic rela- 
tionship between the size of income and the number of persons hos- 
pitalized per 100 beneficiaries. The distribution of nonmarried bene- 
ficiaries at different income levels by amount of medical cost, pre- 
sented by way of illustration, is shown in table 7. 


TABLE 7.—Medical costs and income: Percent distribution of aged nonmarried 
OASI beneficiaries with specified incomes, by amount incurred during year, 
1957 


Total medical cost 
Money income 
Total |Noneor less} $100 and $500 and | Some free | Unknown 
than $100 | under $500 over care 

All incomes............. 100 50 32 8 8 2 
100 51 35 7 5 2 
LL SS es 100 54 28 7 9 2 
$1,200 to $1,799...------------- 100 48 34 7 10 1 
100 45 36 10 2 
$2,400 to $2,000...............- 100 51 34 8 5 2 
$3,000 and over...............- 100 42 35 16 4 3 
Medical costs and hospitalization 


Total medical costs during a year are of course likely to be much 
larger when there is a period of hospitalization or nursing home care 
than when there is not. The median costs, for example, for those 
couples reporting at least one episode of hospitalization * for either 
member (excluding those receiving any “free” service or with un- 
known costs) was about $700 compared with only $140 for those cou- 
ples whose medical costs for the year included no hospitalization. 


*The data in this section cover cost of stays not only in general hospitals but also 
those in mental, tuberculosis, and other long-stay hospitals and in nursing homes, and 
the term “hospitalization” is used to relate to all such care, unless otherwise specified. 
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TOTAL MEDICAL COSTS FOR AGED OAS1 BENEFICIARIES: 
PERCENT DISTRIBUTION FOR THOSE HOSPITALIZED a/ 
AND NOT HOSPITALIZED DURING YEAR. 


BENEFICIARY COUPLES 


Percent 
60 
50 
40 
30 
eas NOT HOSPITALIZED 
20 
fad 
10 
Less than 100 1-300 300-500 500-800 
MEDICAL COSTS (dollars) 
NON-MARRIED BENEFICIARIES 
Percent 
} 
50 
“inky 
20 
10 
Less than 100 1.300 300-500 $00-800 800 oF more Some free core b/ 


MEDICAL COSTS (dollars) 


0/ Hospitalized in general hospitals and long-stay hospitals and nursing homes. 
For couples, hospitelized cases include those with either or both members hospitolized. Coses with 
unknown costs not shown. 


b/ Seo text for definition of “"tree’’ core. 


SOURCE: BOAS! Beneficiory Survey, 1957. 
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Corresponding figures for nonmarried beneficiaries are about $625 
and $75, respectively. Moreover, 12 percent of the couples and 23 per- 
cent of the nonmarried beneficiaries with care in a hospital or nurs- 
ing home had some ‘free” care. The figures in table 8 give the per- 
centage within each cost group that had one or more admissions to 
any type of hospital or nursing home during the year and the propor- 
tion with at least one stay in a general hospital during the year. 


TABLE 8.—Percent of aged OASI beneficiaries who were hospitalized during year, 
by amount of total medical cost, 1957 


Bene les Nonmarried bene- 
bosptataca 
Total medical cost 
Total In general Total In general 
hospital hospital 
1 1 1 1 
21 20 24 22 
i 74 74 83 52 
Unknown... 66 64 57 50 
! 1 or both members. 


Not only does the proportion of beneficiary couples or nonmarried 
persons with at least one period of hospitalization or nursing-home 
care rise sharply from only 1 percent among those reporting costs of 
less than $100 to more than 80 percent of those reporting costs of $1,000 
or more, but it is significant also that nearly half the beneficia 
groups receiving some medical care free had had a period of hospitali- 
zation. Almost all the beneficiary couples with high medical costs and 
a — of hospitalization received care in general hospitals. On the 
other hand a substantial proportion of the nonmarried hospitalized 
ee with high costs were in long term hospitals or nursing 

omes, 

The effect of a period of hospitalization on the size of the total 
medical bill can be demonstrated more directly. rae y those couples 
having hospitalization of one or both the members and able to report 
their total medical costs, the costs associated with such episodes aver- 
aged 64 percent of their total medical bills for the year, 41 percent 
representing charges made by a general hospital, 4 percent charges 
of chronic care institutions and 19 percent the fees for the surgeon and 
in-hospital doctor’s care. As would be e ted because nonmarried 
beneficiaries are older, on the average, than married beneficiaries, 
the cost associated with hospital and nursing-home care made up an 
even greater portion of total medical costs for them than for bene- 
ficiary couples—77 percent versus 64 percent—with nursing-home 
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charges alone emrenaaiang 22 percent of their total medical bills and 
general hospital fees 33 percent. , 

Costs associated with hospital and nursing-home care accounted for 
37 percent of the aggregate costs of all beneficiaries able to report their 
total medical costs. Gentral hospital fees alone represented 20 per- 
cent, nursing-home charges 5 percent, charges in other long-stay 
institutions 3 percent. Surgeons’ and in-hospital doctors’ fees made 


up the remaining 9 percent. 
Means of meeting medical costs 


Since large bills necessarily create more of a financial problem than 
small bills and a hospital stay is likely to result in large bills, it would 
be useful to find out how elderly beneficiaries pay for necessary 
hospitalization. This is not sneciihe because of the difficulty of sepa- 
rating available resources used to pay for hospitalization from those 
used to pay associated costs. Information is available, however, from 
the 1957 survey on the means by which beneficiaries met their total 
medical costs in the survey year. 

More than four-fifths of all beneficiary groups incurring medical 
costs assumed responsibility themselves for all the medical costs they 
incurred during the year. Relatively few—14 percent of the couples 
and 9 percent of the nonmarried beneficiaries—had any of their 
expenses covered by insurance. Among the insured, as would be 
expected (because the usual form of health insurance provides protec- 
tion against hospitalization costs), beneficiaries who were hospitalized 
had a higher portion of their medical costs met by health insurance 
than those who were not, as shown in table 9. 


Taste 9.—Percent of aged OASI beneficiaries with hospitalization insurance 
having specified proportion of medical costs met by such insurance, 1957 


beneficiary Insured nonmarried 
couples beneficiaries 
Percent of total medical cost met by insurance 
Hospitalized ! = Hospitalized | Not hospi- 

100 100 100 100 
None 16 92 13 96 
15 1 i 13 } 1 
70 or more 12 
5 1 8 1 

11 or both members hospitalized. 


More than 8 percent of all couples and 11 percent of all nonmarried 
beneficiaries had some of their costs met by a public or private health 
or welfare agency. For 6 percent of the couples and twice as large 
a proportion of the nonmarried persons, relatives were called upon to 
foot all or part of the medical bills; 6 percent of the couples and 3 


* The fact that beneficiaries were classified by marital status at the end of the year and 
that the medical costs of a spouse who died during the year were included with those of 
the survivor results in a slight inflation of the importance of hospitalization costs for 
nonmarried persons. As shown below, the hospitalization rate was high for deceased 
spouses. However, beneficiaries whose spouse had died comprised only 1.6 percent of 
beneficiaries classified as nonmarried and their total costs accounted for 5 percent of 
the aggregate costs of nonmarried beneficiaries. 
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percent of the nonmarried persons had larger unpaid medical bills 
at the end of the year than at the beginning. 

In the case of beneficiaries with relatively high costs the situation 
was somewhat different. (For purposes of this analysis, the married 
couples with medical costs of $800 or more and nonmarried indivi- 
duals having costs of $500 or more were singled out as having relatively 
high costs.) Such beneficiaries—a considerable number of whom had 
a period of hospitalization, namely 85 percent of the couples and 79 
percent of the nonmarried—were more likely than others to have some 
medical costs covered by insurance. They were somewhat less likely 
than other beneficiaries to assume sole responsibility for costs not 
covered by insurance, and more likely to have relatives pay some bills 
to draw on their own assets, or to increase their outstandin medical 
debt. These differences are illustrated by the  attcirbeev of all bene- 
ficiaries as compared with those incurring relatively high costs who 

used selected means of meeting some of their costs (table 10). 


TABLE 10.—How medical costs were met by all aged OASI beneficiaries and by 
those having relatively high costs, 1957 


[Percent] 
Beneficiary couples |Nonmarried beneficiaries 
Selected means of meeting medical costs ! Ha Ha 
All costs 0! All costs 
$800 or $500 or 
more more 
Insurance covered some costs_........---..------------- 14 53 9 38 
Beneficiary assumed entire responsibility #............- 86 84 79 61 
Relatives assumed some responsibility. --..........-.-- 6 15 12 31 
Health or welfare agency assumed some responsibility. 8 2 ll 12 


— not mutually exclusive since beneficiaries frequently used more than 1 means to meet medical 


costs. 
2 Exclusive of any portion covered by insurance. May include payments from assets as well as from 
current income and any portion as yet unpaid. 


The seeming paradox that beneficiaries incurring high costs were 
no more likely than others—and in the case of married couples actu- 
ally less likely—to have a public or private health or welfare agency 
responsible for some of their costs is accounted for by the fact that 
many of the beneficiaries needing medical care that was relatively 
high in cost obtained some of it without charge because of limited 
ability to pay; medical costs were not aggregated for beneficiaries 
having some care “free.” 

As indicated above, 6 percent of all beneficiary couples and 8 per- 
cent of all nonmarried persons were classified as receiving some 
medical item or service “free.” About half of these cases involved 
hospitalization. It is highly likely that if the costs of such hospital 
care could be axpectionted, the number of beneficiaries with large 


total medical costs would be considerably greater. Only 9 percent of 
the married couples or nonmarried beneficiaries classified as receiving 
some “free” care had any medical costs covered by insurance. A hos- 
pital or other health or welfare agency assumed at least some respon- 
sibility for medical costs in most of these cases of “free” care, and 
relatives contributed a share for 14 percent of the couples and 28 
percent of the nonmarried persons. 
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As would be expected, those receiving some “free” medical care 
were considerably more likely than others to be on public assistance 
rolls during all or part of the year (table 11). 


TABLE 11.—Percent of aged OASI beneficiaries with specified medical costs 
receiving public assistance during year, 1957 


Beneficiary | Nonmarried 
couples beneficiaries 


13 


x 

3 

& 

a 


1 $800 or more for couples, $500 or more for nonmarried individuals. 


It is not possible to determine how many beneficiaries (in addition 
to those receiving some medical care entirely free) were charged 
reduced rates for some service because of limited ability to pay. 
Costs of terminal iliness 

In one important respect the beneficiary survey data are incom- 
plete: They include no information on medical costs incurred by old- 
age or widow beneficiaries who died pase survey year. 

However, data obtained for persons who died leaving a surviving 
spouse drawing a retired worker’s benefit give some indication of the 
eost of terminal illness. Such cases comprised less than 1 percent of 
all the beneficiary groups studied and the data therefore must be used 
with care. In almost all of these cases the survivor was the husband, 
because the sample design did not include women drawing widows’ 
benefits unless their h d had died before the beginning of the 
survey year. 

Total medical costs for the couples where one of the pariners died 
averaged much higher than where both survived, because the costs 
incurred by the dying spouse were high. They were also more likely 
to receive some “free” care. This came about in part because the 

uses who died were quite likely to have had some hospitalization 
uring the year and, as shown earlier, an episode of hospitalization 
is likely to be associated with high medical costs or need for “free” 
care. e following figures compare the experience of the deceased 
spouses with that of all nonmarried beneficiaries : 


Average Percent re- | Percent hos- 
medical ceiving some | pitalized 


Spouses dying survey year. $550 14 54 
1 Based on these with known costs ahd not receiving any item ‘‘free.’’ 


The survivors of these deceased spon also tended to have above- 
average medical costs—with more a fourth roaeiring some hos- 


e averaged 


pitalization themselves—so that total expenses for the coup 
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higher than where both partners survived the entire survey year, as 
illustrated by the following: - 


Average Percent re- | Percent with 
|) medical | ceiving some | one or both 


costs! | dree.care mem 
hospitalized 
Beneficiary couples with spouse dying during year____.__.._-- $783 | 19; 65 
Other 339 6 21 


! Based on those with known costs and not receiving any item ‘“‘free.”’ 


As might be expected, the high costs associated with the death of a 
spouse meant that the survivors had greater difficulty in meetin 
their total medical costs than other beneficiaries. Insurance cover 
some of the costs in only one-fourth of the cases where one of the 
partners had died. Nearly one-third received some help from rela- 
tives, and a fourth still had medical bills remaining unpaid at the end 
of the survey year. 

To the extent that old-age beneficiaries who died during the survey 
year (and were, therefore, not included in the survey) incurred 
greater expenses than those who survived, the survey statistics under- 
state average medical costs for all beneficiaries; and to the extent that 
some of those dying left insufficient funds to cover all their bills, the 
statistics understate the volume of medica] costs which must be as- 
sumed by others. 
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CHAPTER III 


FACTORS INFLUENCING TRENDS IN COSTS OF 
HOSPITAL AND MEDICAL CARE 


In the United States and in many other countries, complaints 
about the rising cost of medical care, and above all hospital costs, 
have been increasingly heard during the last decade. The medical 
care component of the Bureau of Labor Statistics’ Consumer Price 
Index reflects the rising price trends in the United States. The 
“price” of medical care began to climb in 1941 and has increased 
over the last decade nearly twice as much as the average “price” 
for all the goods and services used by families, and shows the 
greatest increase of any of the eight major groups of items. 


Percent increase in Consumer Price Indew, 1948-58 


Percent 

All items 20 
Food 16 
Apparel 3 
Housing 26 
Transportation 39 
Medical care 43 
Personal care 27 
Reading and recreation 16 
Other goods and services 27 


Over a longer period, from 1938 to 1958, the “price” of medical care 
as measured by the Consumer Price Index, increased only slightly 
more than the average for all goods and services. The price of hos- 
pital care, however, rose almost 300 percent as compared to 105 per- 
cent for the entire index (7). Although a multiplicity of factors 
have entered into the rising costs of hospital care, the two principal 
factors are the change in the character of the hospital itself, and the 
greater demand and utilization of hospital care brought on by the 
growth of health insurance and the rising standard of living of the 
American consumer. 


CHARACTER OF HosprraLs 


The hospital of today is as unlike the hospital of 20 or 30 years ago 
as the 1958 model automobile is unlike the Model T. You pay more 
but also get more. The hospital of today stands for the oxygen tent, 
the blood bank, the operating room, and the other instruments through 
which modern medicine demonstrates its ability to save life. It is 
also where the — and radiographic procedures and radio- 
active elements are available for diagnostic procedures. It is a com- 
plicated organization of services most of which must be available for 
use on a moment’s notice. 
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Hospital wages and salaries 

With the change in character has come the need for a larger ial 
portion of skilled workers of all kinds, plus an attempt to bring hos- 
pital salaries into line with the general wage level. The increased 
number of employees in the hospital can be attributed to the reduction 
of the workweek as well as the expansion of hospital services. With 
the advent of the 40-hour week, three employees were needed to cover 
each position where two had been before—since hospital work is an 
around-the-clock operation and is likely to remain so. In 1946, pay- 
roll accounted for a little more than one-half of the average total ex- 
pense per patient day and by 1955 it was 62 percent. . 

Despite the fact that payroll dropped back to 6014 percent in 1957, 
it seems reasonable to assume that further attempts will have to be 
made to bring hospital salaries into line with the general wage level. 
For example, the average annual gapniige for all short-term and gen- 
eral hospital employees increased by 122 percent between 1946 and 
1957, as compared to only 79 percent for all employees in industry. 
This faster increase—one that occurred in services generally during 
this period—was in large part a reflection of the catching up with the 
more rapid increases that occurred in earnings in manufacturing dur- 
ing the war. Nonetheless, in 1957 the average full-time hospital em- 

loyee earned only $2,717 per year, or about two-thirds as much as a 

I]-time worker in industry (2). 

There has been and continues to be a serious shortage not only of 
physicians but also of all other types of health personnel—nurses, 
occupational and — therapists, medical and psychiatric social 
workers, medical technologists, dieticians, and also practical nurses, 
aids, technicians, and homemakers. To meet the needs for hospital 
and other health personnel, salaries had to be raised rapidly in recent 
years, and they will undoubtedly exceed their present levels. Whether 
the earnings of health personnel will in the future rise much faster 
than general wage levels is a different question. It is reasonable to 
assume some further relative improvement, however. 

Unlike industry, hospitals are hard put to cushion wage increases 
with greater productivity. Hospitals mj be able to improve their 
productivity slightly by having less skilled persons take over some of 
the dutes requiring lesser skills now performed by professionals, but 
this will hardly be enough to cenhipletel absorb a round of wage 
increases. 

Technical equipment 

Advances in scientific medicine have been accompanied by the need 
for expensive. equipment and highly trained technicians. Not: all 
hospitals have as yet been able to take advantage of some of the ad- 
vances in modern. medical practice because of the cost of some of the 
equipment and the space needed. for its installation. _ There has, how- 
ever, been a significant increase in the proportion of hospitals offering 
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the more important specialized services, as indicated in the following 
data from the American Hospital Association (3) : 


Percen of general and 
allied Speciale hospitals 
with specified services 

Service 
1946 1957 
sd 23 59 
Phydical therapy 33 33 
4, 702 5, 308 


It is to be expected that the trend toward more complete availability 
of a wide range of technical equipment will continue, but that there 
will also be more communitywide pooling of expensive equipment 
such as the electroencephalograph. 

Length of stay 

With the change in medical technology and the wide use of new and 
expensive drugs, there has been a notable decrease in the avera 
length of stay in hospitals over the past decade—from 9.1 days in 
1946 to 7.6 days in 1957. However, there has been a large increase in 
persons going into hospitals, and, consequently, the total days of 
hospital care per 100 persons in the population actually changed very 
cae over the period—it was 89 per 100 in 1946 and 93 per 100 in 
1957. 

Because more service is usually required the first few days, the 
shorter stay has resulted in a heavier concentration of services per pa- 
tient day, and, therefore, a higher per-patient-day cost. Since for per- 
sons over 65, the average stay in the hospital is more than half again 
as long as for the population as a whole, their per-patient-day cost 
may be lower, 

us, the changing character of the hospital has been a major factor 
in bringing about the rising cost of hospital care over the past one or 
two decades. Further changes of this nature are to be expected, and 
they will likewise probably result in a continued rise in the unit 
costs of hospital care for all age groups. If overall costs are to be 
held down in the face of these rising prices, it will probably have to 
be through a reduction in utilization and average length of stay. One 
way in which this might occur would be through improved diag- 
nostic and other out-o cia ate services (see below), although it is 
also possible that such developments would increase overall Desai 
for medical care. 
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Increasine Errective DeMAnp 


The improved methods of paying for hospital services through vol- 
untary insurance (discussed in ch. IV), and the general rise in incomes 
in recent years have led to an increase in medical expenditures as well 
as in hospital utilization. Medical care spending actually has in- 
creased proportionately more than personal income in recent decades. 
It is a more important part of the family budget than ever before. 
Allowing for pipeetion growth, per capita medical care and health 
insurance expenditures by consumers from 1948 to 1958 went from 
$52 to $88, an increase of 69 percent. Private spending for hospital 
care, both in gross and per capita terms, has been —s steadily. 
On . r capita basis the change has been from $13 in 1948 to $26 in 
1957 (4). 

Of course, spending for medical care is still influenced by the amount 
of income. The survey of family expenditures in 1950, conducted by 
the Bureau of Labor Statistics, shows that urban families with income 
less than $2,000 spent over 714 percent of their income—after taxes— 
for the year on medical care, an average of about $50 a person. At 
the other end of the income scale, the families with income of $7,500 or 
more spent 314 percent of their year’s income for medical care, or 
about $104 a person. Thus the upper-income families, using only half 
as large a share of their funds as the low-income group, were able to 
spend an average of twice as much for medical care per family 
member (4). 

The greater effective demand for hospital care brought about by a 
rising standard of living and the growth of health insurance has 
played a major role in the increasing cost of hospital care reflected 
over the last two decades. The continued rising standard of living 
and growth of health insurance will probably continue to influence the 
cost of hospital care in the future. 


Oruer Facrors Arrectine Future Trenps Meprcat Costs 


The cost of medical care in the years ahead will be affected not only 
by future trends in the two factors which have been identified as of 
major significance in the past decade, but also by other factors whose 
effects can only perialy be measured or predicted at this time. In 
projecting overall hospital and medical-care costs, the inter-relation- 
ship of all the various factors must be considered. 

n the one hand, there is the probability of rising daily costs of 
hospital care and of increased utilization o hospitals due to prepay- 
ment or to new medical procedures, and to the economy in physician 
time which hospitalization of his patients makes possible. On the 
other hand, there are the improved diagnostic and other services 
that will keep more persons out of hospitals. There are also the 
changes in the or ation of hospital and other types of medical 
care that will shift more days of care from the most expensive fa- 
cilities to fully adequate but less costly types of institutional care or 
to supervised medical services in the home. And beyond these, there 
is the unpredictable effect of medical research. Some of the ways by 
which unit and overall costs may be affected are discussed below. 
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OrGANIZATION OF HeattTH SERVICES 


The extent to which future health services will be associated with 
hospitals will be affected by many factors. Some can be identified at 
this time, but how they will react on one another is an open question. 

The growth of private hospital insurance has undoubtedly con- 
idbenit to the increasing use of hospital services. Removal of fi- 
nancial barriers to care is one purpose of hospital insurance. Ques- 
tions are increasingly being raised, however, as to whether the avail- 
ability of partial prepayment of hospital bills, in the absence of sim- 
ilar insurance for all medical bills, has not resulted in some medi- 
cally unnecessary hospital stays. Hospital administrators, Blue Cross 

lans, the insurance industry and insurance commissioners in a num- 

r of States are showing increasing interest in a reexamination of 
current practices. 

These pressures may have a perceptible effect on future trends, for 
example, it may be possible to cut down unnecessary use of inhospital 
care for diagnostic purposes by altering the patterns of insurance 
coverage, as well as methods of medical practice. However, the more 
complex the equipment and related requirements needed for accurate 
diagnosis, the more will efficiency of operation suggest the hospital 
for these purposes. ; 

Over half the general hospitals in the United States have outpa- 
tient clinics but the kind and quality of services offered vary greatly 
and a large part of the population still thinks of them as charity 
clinics (6). With a change in emphasis and in public attitudes, hos- 
ow outpatient clinics could provide a broad range of services of 

igh quality for paying patients. If such outpatient care were 
covered by health insurance, this might have a significant effect on 
hospital utilization. 
onsiderable experimentation is going forward on new organiza- 
tional arrangements for the health care of older people. Experiments 
are concerned with ways to decrease the use of hospitals and of the 
most expensive hospital beds, and at the same time to adapt health 
services and facilities to meet more fully the needs of the elderly 
patients. 


In-hospital care 


Experimentation with reorganization of arrangements for inpatient 
hospital care is underway in several hospitals. The Public Health 
Service is carrying on research on staffing requirements and costs of 
an organization of services tailored to meet the needs of the individual 

atient. This system of care has been termed progressive patient care. 
igned to provide a high level of patient care at the lowest possible 
cost to the patient, while making the best use of scarce medical and 
nursing personnel, this pattern of hospital organization includes (1) 
intensive care, (2) intermediate care, (3) self-care, (4) long-term 
care, and (5) home care. 

Of those patients of all ages who are in general hospitals today 
only about 10 percent are critically ill and require constant nursing 
care and the ready accessibility o tiftepvins Grund and equipment. 


A special hospital unit for intensive care would meet the needs of 
these patients. About one-half of the patients in a general hospital 
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require intermediate care provided in a special unit where patients 
are ambulatory for short periods and can begin to care for themselves. 
While most patients are discharged to their homes from this unit, 
there are others who require convalescent care. 

The needs of these convalescent patients, as well as of ambulatory 
patients requiring diagnostic facilities only, can be met in hotel-type 
accommodations where nursing care is minimal and self-help care 
emphasized. It has been estimated that about one in each five patients 
now in general hospitals would benefit from care in this type of unit 
and at the same time costs of their care could be lowered. 


Home care 

Home care may provide the services of a visiting nurse to carry out 
the orders of the physician or be an extension of hospital services. 
Patients in the home-care program of the latter type—referred from 
hospitals—are seen at veutden intervals by physicians and nurses from 
the hospital. Should readmission be necessary it is accomplished 
without the difficulties usually associated with hospital admission. 
This type of care is particularly appropriate for the long-term ill- 
nesses of the wn fi pon disease, cancer, arthritis, etc. For some 
it reduces the length of stay and the number of readmissions to the 
hospital, and for others, the need for custodial institutional care. 

A home-care program may be a way of saving in terms of general 
hospital bed utilization. Saey factors, such as the admission and 
discharge policies of the hospital and home-care program, will deter- 
mine to what extent it is a saving. 


Preventive care 

More extensive application of known preventive and early diagnos- 
tic techniques offers promise of reduction in the subsequent need for 
hospital care for the individual patient with a prolonged illness. 
While primary preventive measures are not known for the vast ma- 
jority of chronic diseases to which older people are subject, early 
diagnosis of conditions leading to chronic and progressive impair- 
ment would reduce the subsequent costs of care in many cases. For 
example, increasing emphasis is being placed on rehabilitation of the 
disabled, so that they may return to a normal life or be able to care 
for themselves at least in some measure. Only a beginning has been 
made, however, on investigation of the potentialities and techniques 
of rehabilitation of the chronically impaired. 
Group practice 

In recent quts there has been a rapid increase in medical grou 
practice until today there are about 1,000 groups in operation. With 


greater specialization in the aban of medicine, group practice is 
considered an efficient means for bringing together the diverse skills 


and achievements of modern medicine. Having specialists’ care so 
readily available may do much to encourage early hospitalization. 
On the other hand, the preventive aspects of this type of practice and 
the grouping of out-of-hospital diagnostic services may reduce the 

for hospitalization. @ experience of some of the prepaid 
group plans indicates some reduction in the length of hospital stays 
may be expected where prepayment covers a broad range of out-of- 
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hospital as well as hospital costs (7), The net influence of group 
practice, however, can hardly be determined in such an early stage 


of its growth. 
Skilled nursing home care . 

Nursing home care has grown phenomenally within a relatively 
short span of years. Increasing attention is being directed to differ- 
entiation of nursing homes in accordance with the service require- 
ments of patients, to improved licensure and regulation of nursin, 
homes, and to the quality of care provided. With the continue 
growth and improvement of nursing homes, with their greater aso- 
ciation with the mainstream of medical care, and with increased 
coverage under health insurance, pressure will be brought to build 
more and upgrade those already in existence. (See ch. I. : 

In a few communities nursing homes have been made an integral 
part of a hospital, thus facilitating the interchange of patients be- 
tween nursing home and hospital and the supervision of the nursing 
home operations by trained hospital staffs. There is a discussion 
of broadening existing home care programs of hospitals to provide 
or supervise services to patients in nursing homes and also to facili- 
tate the training of nursing home personnel. 


Medical research 


While it is reasonable to assume that the increasing support of 
medical research will result in new and dramatic discoveries, it is 
obviously impossible to foretell their impact. Some can be expected 
to have effects similar to the use of antibiotics for the treatment of 
—— and the substantial reduction in hospital care that fol- 
owed. Others in wet methods of 
surgery, saving lives but at the cost aborate equipment and the 
time of highly skilled personnel. iar 

It is much too early to be able to forecast the net effect on hospital 
and other institutional care of the research going forward on the pro- 
gressive aging process, on cell physiology and chemistry, on the ner- 
vous system, on metabolism, on the endoerine system, on the 
neuromuscular system as well as of the research on chronic diseases to 
which the aged are especially subject. However, even though new dis- 
coveries may lead to control of disease, it is not unlikely—if we judge 
from the impact of research on medical care in the past—that the net 
effect will be a greater demand for medical seryices among the popula- 
tion generally. Substantial progress in increasing the lifespan of 
those 65 and over is likely to increase the incidence of degenerative 
diseases and of care required for these diseases. The trend may be 
expected to be toward higher health-service requirements in the future. 

It seems doubtful that changes in medical practice and organization 
of services will hold down the overall cost of medical care for the aged. 
The cost will probably continue to rise despite any of these changes. 
Hopefully, however, the availability of more and better out-of-hospital 
facilities will help to keep costs from going as high as they might, were 
current practices maintained. There is not sufficient information, due 
to lack of experience, to predict to what extent hospital utilization 
will be affected by improved out-of-hospital services, 
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OveraLL Mepricat Costs 


Public and private expenditures for medical services, medical re- 
search, construction of medical facilities, and public health activities 
in 1957 took 4.7 percent of the Nation's total output. In 1929, all 
such health expenditures amounted to about 3.5 percent of the gross 
national product. Whether the proportion of the national output 
going into health services in the next decade or two will change sig- 
nificantly depends both upon developments in the medical field and 
upon the rate of growth of total output. If productivity continues to 
increase as it has in the past, more real resources will be available for 
health purposes without any increase in the share. On the other hand, 
if a larger share can be used effectively for health, the public would in 
all probability support such use. 

he way in which the total amounts spent for health are divided 
among research, prevention, and different types of service will be of 
growing importance. In this respect, we may be approaching a cross- 
road. It is possible that the factors leading to increased use of in- 
hospital care and those leading to relatively more use of out-of-hospital 
services are coming into a new balance. 

It is not unreasonable to anticipate that increasing emphasis on 
preventive measures, improved organization of methods of care, and 
the results of continuing research will make possible further improve- 
ments in medical services without substantial increases in the overall 
costs of hospital care as a 0% een of a national output that we may 
assume will continue to expand. 
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CHAPTER IV 


ORGANIZED METHODS OF FINANCING HOSPITAL 
CARE FOR THE AGED 


Voluntary prepayment of hospital and medical costs has won wide 
and increasing acceptance among both consumers and providers of 
medical service. The scope and types of prepayment arrangements 
available vary greatly for different groups and in different areas. 
The cost of the insurance to the individual is — varied. j 

About 121 million persons—72 percent of the total population— 
were covered by some form of hospitalization insurance as of the end 
of 1957. Preliminary estimates for December 1958, show just over 
121 million or 70 percent of the population at the end of that year, 
having hospital insurance. Ten years earlier, in December 1947, 
the 53 million persons with such protection had represented 37 per- 
cent of the total population. Insurance against the costs of hospital 
care is the most widely held type of health insurance. Most, but not 
all, persons having such coverage also have insurance against some 
other medical costs. At the end of 1957, 109 million persons—65 per- 
cent of the population—carried surgical care insurance. At the end 
of 1947, only 18 percent had surgical insurance. 

Regular medical expense insurance, covering the costs of physi- 
cians’ services other than surgical care and certain other benefits, in- 
creased even more sharply, from 6 percent at the end of 1947 to 43 per- 
cent of the ern in 1957. Much of this form of insurance ap- 
ow only to physicians’ visits to hospitalized patients. The 72 mil- 
ion persons with regular medical expense insurance in 1957 included 
approximately 13 million with major medical expense policies, a form 
of insurance unknown a decade ago. . 

This new form of insurance—designed to provide partial protec- 
tion against the costs of “catastrophic” or Eggs. 5 illness—covers 
a wide range of types of care both in and out of the hospital but 
insures only amounts over a specified sum (the deductible amount 
which may be covered by basic coverage or paid by the insured him- 
self) and usually only a stated portion (75-80 percent) of the re- 
maining medical bills up to a maximum which may be as high as 
$5,000 or $10,000. The 72 million persons include also about 5 mil- 
lion persons enrolled in community and other independent plans pro- 
viding quite comprehensive medical services of all types (1). 

The proportion of the total private medical bill paid by insurance 
has also increased over the past decade. Voluntary health insurance 
benefits covered about 57 percent of private expenditures for hospital 
services in 1957; they had covered 27 percent in 1948. About 31 per- 
cent of private expenditures for physicians’ services were reimbursed 
by insurance in 1957; only 6 percent had been covered in 1948. Pri- 
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vate insurance benefits represented 24 percent of all private expendi- 
tures for hospitalization and medical care in 1957, as against 8 percent 
in 1948 (2). 

The a Aa of private health insurance has been markedly stimu- 
lated by the inclusion of health benefits in collectively bargained 
employee benefit plans. It is estimated that close to three-fourths of 
the health insurance coverage now in effect—including coverage of 
both employees and their dependents—derives from employee benefit 

lans under collective-bangaining arrangements or established uni- 
aterally by the employer (3) . This factor, combined with the greater 
accessibility of hospitals and other t of medical care in urban 
areas, has resulted in an uneven sp of insurance coverage. The 
approximately 80 percent of the population without any health insur- 
ance includes a disproportionate number of persons in rural areas, 
in small establishments or self-employed, and retired persons and 
other low-income groups. 

The extent of coverage also varies greatly from State to State. In 
eight States, of which all but one (Vermont) were highly urban and 
industrialized, more than 80 percent of the population is estimated to 
have had some type of health insurance at the end of 1957; in Connecti- 
cut and Ohio the proportion was over 90 percent. In six States, on 
the other hand, less than 50 percent of the population was covered, 
ranging down to about 40 percent in Mississippi and Louisiana (7). 

Persons aged 65 and over are perhaps the most important of the 
groups with less than average protection under existing voluntary in- 
surance. Several recent studies suggest that approximately 40 percent 
of the population in these ages now has some form of health insurance 
coverage. 

A nationwide survey carried out by the Bureau of the Census for the 
Social Security Administration in March 1952 showed 26 percent of 
the persons aged 65 and over, as compared with 59 percent of those 
under 65, having some form of health insurance (4). These are the 
earliest figures available for the 65 and over group. In September 
1956, a similar nationwide survey was carried out by the Bureau of 


the Census for the Public Health Service. This study showed 36 
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percent of the group aged 65 and over (as compared with 64 poremt 
of the total population and 66 percent of those under age 65) having 
health insurance (5). 

A special study made for the Health Insurance Council in late 1957 
reported 35 percent for those 65 and over (67 otha at all ages) (6); 
and a nationwide survey in the spring of 1957 carried out by the Na- 
tional Opinion Research Center of the University of Chicago for the 
Health Information Foundation (7) found 39 percent of those aged 65 
and over having some type of health insurance (when approximately 
70 percent at all ages were reported to be covered ). 

Health insurance coverage for the aged thus appears te have shown 
a fairly steady rate of increasé, amounting to between 2 and 21% per- 
centage points a year, sinee 1952. 

As of this time, detailed information for the total aged population 
by age groups is available only from the 1952 and 1956 studies. 
During the 414 years between these two surveys, while the proportion 
of all persons 65 and over with coverage increased from 26 to 36 per- 
cent, for those 65-69 the increase was from 36 to 48 percent. Even 
among those a 75 and over, there was improvement in the pro- 
portion covered—from 15 to 24 percent, bringing this age group by 
1956 almost to the level of coverage reported for the age group 70-74 
in 1952 (5). Coverage is higher among aged men than among aged 
women. In the HIF-NORC study for 1957, 42 percent of the men 
65 and over and 35 percent of the women had health insurance. 

The approximately 6 million aged persons with some form of health 
insurance in 1958 included about 3.5 million enrolled in Blue Cross 
plans (as estimated by the Blue Cross Association), somewhat more 
than 2 million with insurance company coverage and about 400,000 
enrolled in the independent plans (5). 

About 24 percent of the agéd population or 4 million persons had 
surgical expense insurance in September 1956. The Blue Shield medi- 
cal care plans estimate that two-thirds of the insured group—roughly 
21% million aged—are members of Blue Shield plans. Between 300,000 
and 400,000 are enrolled in independent plans and the balance—over 
1 million—have insurance company policies (5). 
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The OASDI beneficiary survey found that 60 percent of the insured 
nonmarried beneficiaries and 50 percent of the insured couples were 
enrolled in Blue Cross. Some of this group also had insurance com- 
pany policies. Some 36 percent of the nonmarried insured bene- 

ciaries and 42 percent of the insured couples had as their single form 
of insurance an Insurance company policy. About 7 percent had other 
forms of coverage alone, or in combination with Blue Cross or an in- 
surance company policy. In 15 percent of the insured couples, only 
one of the two partners was covered by the insurance. 

The Health Tuseraheh Council found that the vast majority of the 
insured aged were enrolled as individuals (nongrowp) though there 
are a few notable exceptions such as pensioners of certain large unions. 
Only one in three insured person aged 65 and over had group coverage; 
two-thirds of the insured persons between ages 60 and 64 years on the 
other hand were enrolled through a group. 76) 

Hospitalization and other forms of health insurance are most easily 
obtained and most widely held by those among the aged who are still 
employed—particularly those employed in ler industries where 
group contracts are prevalent. e Census-PHS survey found that 
nalf of the aged population still in the labor force had hospitalization 
insurance while Sale about a third of the aged not in the labor force 
were insured. 

It is understandable then that the older the age group the smaller 
is the proportion of persons with health insurance. This difference 
results in part but not entirely from the newness of the prepayment 
mechanisms. More pene now reach age 65 with insurance coverage 
for themselves and their spouses that they can carry forward than was 
true a few years ago, but even for this group, limitations on total life- 
time benefits and cancellation of policies after periods of illness, as 
well as reduced ability to pay the premiums, cut down on the extent 
of coverage my: the older age groups. 

The HIF-NORC study showed that of those persons aged 65 and 
over having health insurance in 1957, about 56 percent yo percent of 
the men) first obtained their insurance through a place of employment. 
About a fourth of the insured group had carried health insurance for 
less than 5 years, about 7 percent had had such insurance for 25 years 
or more. This survey also found that about one-sixth (16 percent) of 
the a surveyed had been covered in the past but were uninsured 
at the time of the survey. The reasons given for termination of cov- 
erage included inability to continue payments for almost one-third 
of the group, and retirement from work for about one-fourth. Six 
in 10 aged persons had no form of health insurance at the time of the 
survey. Two in 10 reported that they could not afford it. An addi- 
tional 1 in 10 had been refused insurance or had had a policy canceled. 
Thus, of those without insurance, half, in their own opinion, either 
could not afford or could not buy a policy. The others said they had 
never thought about health insurance or didn’t want it. 

Even more than in the case of younger persons, hospitalization insur- 
ance is the most frequent type of coverage among the aged. Of those 
with any form of health insurance in 1956, about 23 percent of those 
aged 65 and over as compared with 13 percent of those under 65 had 

repaid aa as their only form of health insurance (6). 
n the HIF-NORC study about a fourth (26 percent) of the aged 
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had insurance covering all or part of their doctor bills in the hospital 
and 8 percent had insurance covering office and home visits, as com- 
pared with nearly 39 percent with some type of health insurance. 

Some 43 percent.of the aged beneficiaries on the OASDI rolls at 
the end of 1957 reported that they had hospitalization insurance (8). 
Half of those aged 65-69 but only 37 percent of the 75-79 age group 
and 27 percent of those 80 and over had hospitalization insurance. 
Less than 1 in 3 beneficiaries had insurance against surgical expense. 
Those without health insurance usually gave 1 of 2 reasons for not 
having it: 39 percent said they could not afford it, and 37 percent said 
they had never had the opportunity to purchase it, had not thought 
much about it or the like. The remaining 23 percent were not insured 
because the policy had been canceled, could not be continued after 
retirement, and so forth. The first two reasons were cited by a lar, 
proportion of the beneficiaries who came on the rolls in the 1940’s than 
of those who retired more recently. 

There was a definite relation between ownership of hospitalization 
or surgical insurance and the income of the beneficiary group. In the 
case of married couples, the proportion with hospitalization insurance 
was more than 8 times as high when the couple’s income was $5,000 
or over as when it was under $1,200 a year. The percent of married 
beneficiaries 65 and over with hospitalization and with surgical (in- 
cluding in some cases other medical) insurance was as follows: 


Percent of married 
beneficiaries w 
Money income of couple 
Hospitali- Surgi 
zation ‘or medical) 
insurance ‘ance 

Total 45.9 32.3 
nder $1 20. 15.7 
$1,800 to $2,399 43.9 27.2 
$2,400 to $2,999. 55.3 40.0 
$3,000 to $4,909 60.7 42,9 
$5,000 and over. 65.0 54.0 


A similar relationships between income and insurance ownership 
occurred among single beneficiaries, 39 percent of whom had hospi- 
talization insurance. Of those with total annual money income of 
less than $600, there were only 26 percent who had hospital insurance 

compared with 67 percent in the case of those with incomes of 
$3,000 and over. 

The beneficiary survey also provides some information on the ex- 
tent to which aged persons who had hospitalization insurance received 
help from their insurance in meeting the costs of care in genera] hos- 
pibale For the insured beneficiaries who received care in a general 

ospital during the year, who knew the net cost of this care, and 
who had some of this cost met by insurance, the average cost asso- 
ciated with hospitalization was about $590. Of this amount, about 
$425 represented the hospital’s bill and $165 re by surgeons and 
other private physicians. About two-thirds of the hospital charges 


and one-fifth of the physicians’ bills were met by insurance. 
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Unfortunately it is not possible to estimate what proportion of 
the aggregate medical bill or of the aggregate private medical ex- 
penditure of all persoris aged 65 and over is covered by msurance: 


Existine Votuntary Insurance MrcHaNIsMs 


The mechanisms by which persons past 65 originally obtained vol- 
untary health insurance are identical in most respects to those ap- 
plicable to the younger population. At least 1,150 different organ- 
izations provide today’s voluntary health insurance to the 121 mil- 
lion persons enrolled, including the 6 million aged who have health 
insurance, 

These 2,150 different organizations are generally referred to as if 
they fell into five clearly differentiated categories of underwriters: 
(1) Blue Cross hospitalization plans, (2) Blue Shield surgical-medi- 
cal plans, (3) group insurance companies, (4) accident and health 
companies, and (5) independent plans. 

In actuality the classification is not so simple. In some localities 
combined Blue Cross hospitalization and Blue Shield surgical-medi- 
cal plans are found; Blue Cross plans in several States sell surgical- 
medical expense policies while Blue Shield plans in the West cover 
hospitalization. Some insurance a pa limit their sales to either 

roup or individual hospital, surgical and medical expense policies 

ut some sell both group and individual policies. The vor or aaa 
Bene rN if anything, more diverse in the kinds of benefits they 
offer (9). 

The differences between the health insurance coverage of the aged 
and that of the younger population lie mainly in the area of (1) bene- 
fits available; (2) premium costs; and (3) sources of financing. These 
differences are interrelated since the level of benefits affects premium 
costs and premium costs may determine the benefits included under. 
the terms of the policy. eré an employer is paying part or all 
of the premium for his employees, the cost to the individual may 
be low while the scope of the benefits can be as broad as the financial 
participation of all a eer will permit. Conversely, where only the 
insured is bearing the premium cost, financial considerations may 
call for a ceiling on the premium if the policy is to find a market’ 
and ee limitations on the benefits offered under the policy’s terms 
are usual. 

The public, including those aged 65 and over, has obtained health 
insurance through three main avenues althou h a fourth avenue is 
of some significance, especially with ct to the aged. Community 
plans, chiefly Blue Cross and Blue Shield but also including a variety 
of organizations unaffiliated with these plans, sell hospitalization 
insurance (and insurance covering other medical sbtvices with pre- 
pr hes based on the whole community’s experience (community 
rated). 

Group insurance soniye as their name implies, sell hospitaliza- 
tion and other kinds of policies to various types of growps, with the 


premiums largely established by the particular group’s experience 
(experience rated). The Blue Cross and Blie Shie d plans also 
enter into some expérience-rated contracts; these contracts generally 
provide for some modification of the benefits available under their 
community-rated policies. 


4 
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Individually purchased (nongroup) cov is provisied by Blue 
Cross and Blue Shield plans, by accident and health insurance com- 
panies, and by other organizations. The fourth category under which 
existing health insurance is obtained—by a small percentage of the 
self-insuring employee benefit plans and union 

ealth and welfare funds. Insurance company premiums are estab- 
lished for classes of persons, with rates varying by age at issue. 

The significance of community rating, experience rating and self- 
insurance to above-average insurance risks such as the aged will be- 
come clear as the different forms of premiums and health insurance 
benefits are described. Although actual figures on enrollment of the 
aged yin om each avenue are not available, the order of presentation 
indicates the relative a of each major type and, within 
these types, of the available alternatives. 


COMMUNITY-RATED PREMIUMS 


Premiums are determined in community plans from the experience 
of the entire group of pert ower-than-average, aver- 
age, and above-average risks. e additional cost of the above-aver- 
age risk is spread over the entire group and raises the premium for 
all participants slightly. To illustrate in very simple terms: 


Total group. 100 persons. 
Under age 65 92 persons. 
Over age 65 8 persons. 

Normal cost per person under age 65 1 unit. 

Normal cost per person over age 65 2% units. 

Cost for 100 persons: 
92X1 unit 92 units. 
8X2% units 20 units. 

Total cost. 112 units. 


In this example the per capita community rate would be 1.12 units. 
The increase in premium for each of the younger persons would be 
12 peronnt and the reduction in premium for each of the aged would 
be from 214 units to 1.12 units. If the cost for persons 65 and over 
in the example were 3 units, cost for each person under 65 would 
be increased by 16 percent. If the aged represented only 5 percent 
of the whole group instead of 8 percent, costs would be increased by 
7.5 percent (at 214 units per aged person) or 10 percent (at 3 units 
per aged person). 

To avoid this excess cost by reason of including the aged, some com- 
munity-rated arrangements lower the benefits available to the aged 
to bring their unit cost to the approximate level of the average cost of 
the younger plan members. Other plans one persons aged 65 and 
over a larger premium, one more nearly equal to their expected unit 
cost. Some plans use a combination of these methods. 

Most (but not all) Blue Cross and Blue Shield contracts spread 
the risk of the aged over all their enrollees and set their premiums at 
a level reflecting the experience of all their members. 

In a few localities aged persons are able to obtain not only hos- 
pitalization insurance but comprehensive medical care through such 
community plans as Group Health Association of Washington, D.C., 
the Kaiser Health Plans, -Loos Medical Group and a few others. 
Persons who have been members of these plans prior to age 65 can 
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continue their membership at the rate for all participants. In none 
of these plans can persons enroll initially after age 65 without sub- 
stantial limitations on the benefits. 


Group conversion 


Existing enrollment in community-rated plans pais, pears chiefly 
through coverage of employed groups. Persons 65 and over still ac- 
tively at work are normally included as regular members of the group 
plan tad, Sone employees. Some of the existing coverage of the 
aged comes from these arrangements. Since this chapter focuses 
primarily on ial arrangements for the retired aged, such coverage 
is not discussed in any detail. 

When members leave employed groups to retire from work they are 
usually given an option; they may convert to a type of membership b 
which they pay the premiums directly to the plan, instead of throug 
the group, or they may drop their insurance. If they elect to continue, 
their membership is known variously as “left-employ,” “group-conver- 
sion” or “left-group” coverage. Much of the existing enrollment of 
the aged in Blue ross, Blue Shield and similar community-rated 
plans is of this type. 

The enrollee may have the same benefits as before he left the group, 
and at the same premium, or his benefits and/or his premium may be 
altered to avoid an impact on the group rate. The retiring enrollee 
seldom has a choice as to future benefits or premiums; employer 
participation in paying premium costs ends when the policy is con- 
verted to a “left-employ” contract. Premiums are usua WV paid quar- 
terly, semiannually or annually rather than on a monthly basis. Since 
the Blue Cross policies are not in practice canceled except for non- 
payment of eng the premium rates also reflect a use rate based 
on noncancelability. 

Widows and dependent children of insured persons in community- 
rated plans are also offered the option of continuing coverage as “left- 
group” members of the plan. 


Continued group participation after retirement 

To avoid the handicaps of the typical group conversion policy 
(which may include higher premiums, lower benefits, and no employer 
contribution), employers are more and more often making arran 
ments for their pensioned employees (and frequently their de- 
pendents) to continue to participate in the health insurance program 
covering their active employees. Deductions for the premium, cor- 
responding to payroll deductions, may be made from the retiree’s a 
sion or the employer may pay the retiree’s premiums himself. The 
entire group continues to charged the community rate and the 
retiree receives the same range of benefits available to all participants 
in the plan’s group contract. Although this is a rapidly growing prac- 
tice, its impact is not yet large. It is effective primarily for workers 
who remain with a single employer for a considerable period before 
retirement. 

EXPERIENCE-RATED GROUP PREMIUMS 


Insurance company rates are related to the anticipated experience 
of the particular group P sap sp the policy. (As noted above, some 
er experience-rated contracts to some groups. ) 


Blue plans also o 
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Using the example on page 48, the premium quoted might be less than 
1 4 if the pein in eonixial or slightly above 1 unit if the em- 
ployees were middie aged. If the subsequent AERONABED proves better 
than this initial estimate, an adjustment (dividend or rate credit) is 
made; if worse, premiums are raised at the time the contract is re- 
newed. 

Eaperience-rated group plans including retired persons 

Until recently, only active employees and their dependents were 
accepted as participants in group mys The active employees could 
include persons past 65, as long as they were still at work. When they 
retired, howeeee, many older persons lost their goverage. Widows of 
employees were also ineligible for coverage after the death of their 
husbands. Since their age at retirement was usually a barrier to ob- 
taining any substitute form of health insurance, numerous retired per- 
sons—now in the upper age brackets of those past age 65—have had 
no health insurance since they withdrew from the labor market. 

More and more, group policies are providing for continuation of 
the retiree under the group plan. In essence, this is little different 
from the continued group participation after retirement already de- 
seribed in connection with community-rated premiums. In any plan 
in which persons regardless of their age pay the same rate, the cost 
with respect to the active employees will be increased over the rate for 
them alone. An increase in the premiums paid by active poumeeiee 
may be avoided if the retiree’s benefits are reduced or his contribution, 
or the contribution of the employer on his behalf, is raised above that 

uired for the active seapnagse. 

he increase in the overall premium would be small in the early 
years of such contracts, for few such arrangements in their initial 
stages include the already retired pensioners. If the ratio of retired to 
active employees in the group should become sizable, there could even- 
tually be a decided effect on the premium rate. For this reason, active 
employee groups frequently resist inclusion of retired employees in 
their group, unless the employer absorbs the entire excess cost of the 
retired workers. In some long-established plans the employment ranks 
have shrunk and pensioners have come to represent as many as 25 of 
each 100 persons enrolled in the plan. A more usual ratio would be 
much lower—say 5 to 10 pensioners per 100 persons—when the pro- 
gram became stabilized (10). 

Not generally appreciated is the fact that the workers who receive 
this form of retirement benefit must in nearly every instance qualify 
as pensioners, Length of employment with the particular employer 
governs eligibility for a company pension and this may be 5, 10, or 
even 20 years with the company #1). One reason for the tie-in of 
the health insurance program with the pension program arises from 
the possibility of deductions from the pension Pi to pay the pen- 

the fact 


sioners’ share of the premium. Another reason derives 
that the pensioned employees form a definable PO 
One device used in experience-rated plans to hold the line on rising 
costs is to place a “lifetime limit” on the benefits the retiree can 
receive under the policy. If the retiree exhausts his “lifetime limit” 
{asusDy $1,000-$2,500, depending on the plan) soon after retirement, 
is coverage under this policy is termina 
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Conversion of group to individual policies 

In recent years, some group insurance company contracts have 
stipulated that retiring employees shall be given an option to convert 
their group policy to an individual policy with the insurance company 
writing the group coverage. Unlike the usual individual policy, de- 
scribed later, no health statement is required. In other respects the 
policies offered are drawn from among the nongroup policies of the 
articular company. Some insurance companies are not currently 
icensed to offer nongroup policies so are inabie to offer this option. 


Groups confined to retired persons 

One of the difficulties in providing health insurance coverage to 

rsons who are no longer employed, or self-employed, or who are 

iving as ‘widows on pensions, lies in the need to establish a central 
mechanism for group collection of premiums and payment of claims, 
both of which produce savings in administrative costs as well as 
limiting the element of adverse selection. Organizations of retired 
sean have, within the last year or so, been used as such instruments. 
nterest in this approach is mounting among Golden Age Clubs, 
housing colonies for retired persons, and the like. A relatively short 
period is usually fixed in which membership in the retiree organization 
can be established and the member may then sign up for the insurance. 
Where the enrollment group relates to the residents of a housin 
development or members of a club, the insurance—as in the case o 
group imsurance in general—usually does not go into effect until a 
igh percentage of all the residents or members have signed up to 
participate, another device intended to reduce adverse selection. 

Initial premiums are established as for other forms of group plans 
by appropriate weighting for the sex and age of the particular retired 
group. Since the bulk of the membership is no longer young, rates 
are naturally cin than for younger groups. Using the original 
example as a reference point, In a group composed entirely of 100 
persons aged 65 and over, the normal cost becomes 2.5 units per capita 
compared to slightly more than 1 unit when the cost for the same 
benefits is spread over a group of all ages. Subsequent experience 
governs future premium rates. Some of these organizations have 

eveloped primarily because membership in the association affords an 
opportunity to enroll in the organization’s health insurance plan. In 
some States insurance regulations do not permit this form of group 
underwriting. 

A modified version of this approach was adopted by the Federal 
Reserve Bank System. Annuitants of this agency were originally 
enrolled as “group-conversion” members of Blue Cross plans through- 
out the country. Benefits varied from plan to plan. Each annuitant 
paid his own premiums. The System developed a group out of these 
persons and one Blue Cross plan now covers all of them; premiums 


are deducted from the annuitants’ pension checks and forwarded in 
a lump sum to the one Blue Cross plan, in similar fashion to the 
p ure used by other groups composed entirely of retirees. 
Special forms of group policies-paid-wp-at-retirement 

Discussions of health insurance’ protection of the aged generally 
contain references to paid-up-at-retirement coverage. Interest in this 
approach stems from recognition of the limited incomes of the aged 
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that inhibit their ability to purchase from a retirement income the 
forms of insurance already described. , 

In carsemee 4 one form of paid-up policy has already been described— 
that under whi 
but makes no premium contribution; the former employer (with or 
without contributions from the actively employed) may finance the 
retirees’ benefits on a oy basis each year. 

In its pure form, the so-called paid-up-at-retirement policy pro- 
vides the employee on retirement with the oa of an annuity; 
his contract guarantees that a specified set of health insurance benefits 
will be available to him during the remainder of his life. The bene- 
fits are on a cash indemnity basis (a specified number of dollars for 
up to a specified number of days of care, plus an allowance for hospital 
extras). It would be very difficult for an insurance company to esti- 
mate the future cost of a service benefit (guaranteeing up to a specified 
number of days of care). This is a ws new approach and very 
little of this type of coverage has been sold. If the policy is not pur- 
chased until the date of retirement, the initial costs are high ($700 to 
$1,300 per individual). Similarly, even if purchased prior to retire- 
ment, the annual payments required for persons already approaching 
retirement would be 

If the costs were spread over the full working life of the individual, 
the annual payments would be small. As a practical barrier to this 
approach, however, few persons spend their entire working life with 
one employer. Aside from the uncertainty as to whether they will 
still be with the same employer when they retire, there are other factors 
that could make workers reluctant to participate in purchasing this 
form of insurance. They may anticipate that their existing health 
insurance coverage will continue after retirement or they may fear 
that a specified set of cash indemnity health benefits may prove inade- 
quate if the trend of rising medical costs continues. 


PREMIUMS THAT ARE INDIVIDUALLY SET—-NONGROUP INSURANCE 


Second only to group conversions as the main source of existing 
health insurance among the retired aged is the continuation of a non- 
group policy purchased when the person was younger and maintained 
after reaching age 65. Increasingly aged persons are, however, also 
able to obtain policies after the 65th milestone. In either case these 
policies are financed by the individual. The vast majority are can- 
celable at the option of the insurer though an increasing proportion 
are noncancelable or guaranteed renewable up to a specified age. The 
latter two types call for higher premiums than is the case with the 
cancelable policies. Premiums may be raised from time to time, if 
the company changes the premium for all policies of similar form or 
class. 


Nongroup policies of insurance companies 

Up until a few years ago individual or family policies (so-called 
to distinguish them from group policies) were sold only to persons who 
had not yet achieved age 55 or 60. Now these policies are made avail- 
able by a number of companies to persons in the higher ages. A check 


ch the retired person is continued as part of the group ~ 
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on the highest age at which a group of 104 insurance companies would 
issue individual policies, showed the following (12) : 


Highest age at issue Number of Percent 
companies 


Restrictions on the benefits provided and relatively high costs reflect 
the expectation of adverse selection in a transaction in which the pur- 
chaser of the insurance is electing to obtain it. A health statement is 
required in applying for the policy and the application may be rejected 
on the basis of an existing physical condition or recent illness. The 
health statement also serves as a basis for cancellation of the policy 
by the company if a claim is made for expenses for a condition not 
We y the applicant but antedating the writing of the policy 

13). 
Individually purchased paid-up-at-retirement policies 

In addition to the nongroup policies already described some com- 
panies sell policies (providing cash indemnity benefits) to persons prior 
to retirement that are paid up at retirement and not cancelable there- 
after. The highest age at issue has been 59. 

An example of this type of coverage is a policy providing given 
amounts a day for hospital room and board expenses. The insured is 
entitled to 365 days of | hospitalization up to age 65 and 90 days after 
his 65th birthday. Under this policy premium rates for miscella- 
neous hospital expenses and for surgical expense vary by (1) amounts 
selected by the insured as maximums, (2) age at issue, and (3) sex. 
Nongroup policies of community-rated plans 

Most Blue Cross, Blue Shield, and other nonprofit plans using 
community-rating to set group premiums also enroll persons on an 
individual basis. The age limit for such enrollment is usually 65 
though 11 of the 79 Blue Cross plans have no age limit, and in 12 plans 
an age limit of age 60 or lower is found. Five Blue Cross plans do 
not provide for nongroup enrollment (74). Like all forms of Blue 
Cross-Blue Shield coverage, technically the policies are cancelable 
but the plans reportedly seldom exercise this legal right. The various 

lans have different mechanisms for enrollment of nongroup members 
including (1) “community enrollment drives,” in which enrollment 
is opened to all members of a given community for a specific period; 
3} open enrollment for a specific period, usually 2 weeks twice a year; 
3) continuous open enrollment. 

A health statement is usually a requirement and persons may be 
rejected on the basis of this report. Waiting periods before certain 
benefits become available are usual; certain conditions may never be 
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covered or may not be covered until the member has been enrolled for 
6 months or a year. 

Depending on the insurance laws of the States and on plan practices, 
the premiums for nongroup coverage may be established in one of three 
ways: (1) on the same basis as the group or group conversion premium ; 
(2) slightly above the group rate, to take into account higher admin- 
istrative costs associated with nongroup enrollment; (3) on the basis 
of the experience of the entire nongroup class of enrollees. Modifica- 
tions in the benefits provided under the group contracts are frequently 
introduced to offset the likelihood of adverse selection. ‘These usually 
take the form of reductions in the benefit days per year or in the 
per diem room allowances. 


INDEPENDENT PLANS 


In addition to the plans and policies already described there is 
another category of prepayment for hospital and medical care de- 
rived from arrangements usually referred to as “independent plans.” 
Some of these plans fall into the category of community-rated or 
experience-rated plans, already descri while others provide bene- 
fits through quite a different approach—namely some form of self- 
insurance. The entire membership in these latter plans is com- 
posed of employees—both active employees and pensioners—of a 
common employer, or members of a trade union, Contributions 
from the members and/or the employer go into a health and welfare 
fund or employee hospital association or mutual benefit association 
sks hcg the benefits are paid or covered services are furnished or 

urchased. 

a Out of 175 industrial plans, some 80 reported that if were cov- 
ering retired workers in 1957; 40 of them also provided benefits 
to dependents of retirees. Nearly 315,000 retirees and their depen- 
dents were eligible for benefits in these 80 plans, which had a com- 
bined enrollment of about 3 million active employees. Among the 
80 plans, 27 reduced the retired worker’s benefits below those of 
the active worker (these were small plans). In 11 of these 27 plans 
and in 13 plans where there was no reduction in benefits the retired 
worker paid the entire premium. In the remaining 56 plans the re- 
tiree contributed part of the premium cost in 21 plans, while in the 
other 35 all of the retirees’ costs were paid by the active workers 
and/or the employer. 

A number of these plans operate their own hospitals or health 
centers and employ staff physicians, The cost of pensioners is ab- 
sorbed into the overall cost of operating the hospital or clinic. The 
railway hospital plans are notable examples of plans that have cov- 
ered pensioners for many years. Examples can also be found in 
other industries. Length of employment prior to retirement fre- 

uently governs the extent to which pensioners are entitled to continue 
their health insurance protection (9) (16 ). 


Premium Cuarces AND Benerrr Provisions or INsurANcE 
Poxtcres APPLICABLE TO THE AGED 


There is a wide variation both in benefits and in remium charges 
for insurance policies covering the aged. Some of the major reasons 
been discussed. 


for these variations have The extent to which 
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the risk is spread among all age grotips or concentrated on the aged 
as a separate group and the extent to which costs are insured through 
broad benefits or left to be met at the time illness occurs are basic 
factors in premium rates. Noncancelable or guaranteed renewable 
policies may sell for more than policies that can be canceled by the 
insurance carriér. In addition, the selling (sequisition) and adminis- 
trative costs vary for different classes of policies. In pricing a given 
set of benefits a company necessarily adds to the expected claims cost 
the costs of selling the insurance, as well as premium taxes and the 
cost of billing and collecting premiums. Some of these items are neces- 
sarily more expensive per person insured on an individual basis than 
when the insured is under a group policy. 

It is therefore difficult to summarize, in any meaningful way, the 
current expenditure required for one aged person to purchase hos- 
pitalization insurance. Nevertheless, some general indication can he 
given. 

COMMUNITY-RATED PLANS 


While information is available for the Blue Cross: community-rated 
plans on premiunis and on thé benefits a given premium will provide, 
summarizing the benefits and premiums simultaneously is next to im- 
possible because of the differences in the plans and in the costs of hos- 

ital care in different parts of the country. Corfisidering first the 

nefits afforded by the 79 plans, under group conversion contracts as 
of late 1958 the number of days of basic benefit (per stay in most 
cases, per year in a: few) ranged frony 21 to 365. Thirteen plans pro- 
vided 21 days of care, 23 provided 30°35 days, and 28 provided 70-75 
days. Six covered 120 days and 1 covered 365 days of care. Other 
variations appeared for the nite rethainirig plans. In addition, 23 
plans provided further days of partial reimbursement. The number 
of additional days covered ranged from 30 to 295 and tended to be 
greater the lower the number of days of full benefit provided (74). 

The plans varied in the type of room and board coverage provided 
such as sémiprivate (0 plans), ward (12), or an allowatice toward the 
room charge. Equally varied was the éxtent to which charges for the 
operating room, anesthesia, X-ray, laboratory services, and drugs 
and medicines were covered although the majority provided quite com- 
plete benefits. 

The annual premiums for these benefits varied from $19 to $88 
for a single person and from $52 to $203 for a family. The annual 
premiums under approximately comparable group, group conversion 


and nongroup contracts in the fall of 1958 were as follows (76) : 
Number of Annual premium 
Blue Cross 
pians 

Median Range 
1 person... pwcasesednecerssasesousouseussnccusedeasenecscmnned $30. 00 $16. 20-$70. 80 
42.20 19. 20- 87.00 
Nongroup contract 
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The additional annual cost of group conversion over group con- 
tracts was as follows: 


Number of | Additional annual premium 
Blue Cross 
Median Range 

1 person....- 156 $9. 60 $0-$55. 56 
1 56 10. 44 0-115. 92 
pf 22 7.80 1. 20-18. 60 


1 Group conversion rates not available for 1 ays in which the group conversion rates vary by locality. 

21 plan omitted because group family rate is higher than group conversion family rate. Benefits are 
not Se ny ep group conversion members are subject to an 80/20 deductible clause and reduced 
maternity benefits. 


Many Blue Cross plans offer group contracts with additional or 
broader benefits and of course, higher premiums than those offered 
under the contracts analyzed here. Such additional benefits are ordi- 
narily not available to group conversion and/or nongroup enrollees. 

Blue Shield premiums and benefit provisions vary even more widely 
than those of Blue Cross. 

Those relatively few aged persons who are enrolled in community 
plans providing prepayment for most types of medical care ordinaril 
pay a single premium covering hospital care, surgical services, physi- 
cians’ services in hospital, office and home and laboratory services and 
the like. The annual premium cost of the benefits was $100 per person 
or less in several of these plans in early 1958. 


GROUP INSURANCE POLICIES 


Because experience-rated plans are frequently tailored to the par- 
ticular group, it is not possible to summarize in the same way as for 
Blue Cross plans the benefits provided or premiums charged. As has 
been indicated, the benefits under insurance company policies are on 
a cash indemnity basis. Illustrative benefit combinations available to 
aged persons are cited below. A general idea of the annual premiums 
for group coverage for specified benefits can be obtained from exam- 
ining the premium rates for an initial period for a standard group of 
all ages. (These rates would be subject to rate credits or dividends in 
subsequent 

For a policy providing reimbursement of up to $10 a day for up to 


70 days of hospital care with 10 times the daily rate (i. e., $100) for 
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hospital “extras,” such rates for a standard group with 21-31 percent 
females would be: 


Annual remium for a 
standard group (without 
maternity or obstetrical 
benefits) 


For *~ * aaa coverage ($10 a day for up to 70 days and up to $100 for 
extras): 
Schedule Schedule 
$6. 84 $10. 27 
16. 55 24. 84 


Since the premiums shown are those applicable initially to a so-called 
standard group, they would ordinarily be increased through subsequent 
adjustments where the group encompassed sizable numbers of aged 
persons. 

Insurance ona group of persons aged 65 and over 

Two examples of policies limited to groups of retired persons will 
serve to illustrate the amount of premiums and kinds of benefits that 
go with this relatively new form of coverage. 

1. A group plan for an association of retired persons: The annual 
premium per individual is $72. The plan pays $10 a day for 31 days 
per illness, 50 percent of miscellaneous hospital expenses or of emer- 
gency outpatient hospital care for accidents up to a total payment 
of $125. Surgical expenses with a $200 maximum fee schedule are 

ayable. Hospital care for any condition for which the insured was 

ospitalized in the 12 months preceding membership in the group is 
not covered. Six months must elapse yr claims are again paid 
for the same or a related illness. 

2. A group plan for an association of retired college professors: 
The annual premium per individual is $96. The policy pays $15 a 
day for the first 31 days and $7.50 a day for the next 90 days of hos- 
a Rehospitalizations for the same or related causes must 

separated by 6 months. Hospital care in the first year of the con- 
tract for conditions which required hospitalization in the previous 
12 months is not covered. This policy also pays 50 percent of mis- 
cellaneous hospital expenses or emergency outpatient care for acci- 
dents up to a payment of $120 (i.e., $240 of expense incurred). It 
includes surgical expense oe with a $200 maximum fee schedule 
and $3 a day for 31 days for physicians’ nonsurgical calls when the 
patient is in the hospital (17). 
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A paid-up-on-retirement policy 

Only one such policy—available to employees of one company—has 
been described in the literature. It provides annually for 31 days 
of hospital care at $14 a day and for up to $210 for hospital extras. 
It includes a surgical expense policy with a $300 maximum fee sched- 
ule. = age 65 this policy costs $1,200 per individual or $2,400 for 
a couple. 

Under the existing plan the employer’s contribution varies accord- 
ing to the employee’s length of service with the company, reaching 
100 percent with — to both the employee and his spouse after 
20 years’ service. The company has a profit-sharing plan in which 
the employee can accumulate the amounts required for his share of the 
payments made on his retirement. 


INDIVIDUALLY PURCHASED INSURANCE 


The myriads of policies offered by insurance companies on a non- 
group basis make it impossible to select a iyprcel policy or an average 
premium, because premiums vary with the age of the policyholder 
and by reason of all the other cost factors already mentioned. 


A noncancelable policy 


For illustrative purposes, it may be useful to describe very briefly 
one new and much discussed noncancelable policy that became avail- 
able in late 1958. This “lifetime renewable safeguard policy” is avail- 
able to persons 65 to 75. <A health statement is required with 
the application. The purchaser of the policy can put together from 
a series of riders a package that meets the requirements of his pocket- 
book. None of the available riders pays for nonsurgical physicians’ 
attendance or for outpatient diagnostic services. Ordinarily non- 
cancelable policies carry higher premiums than cancelable policies; 
the premiums for this contract however appear to include little if any 
loading for the lifetime renewable feature. 

A typical —— under this policy might include for each period 
of illness-separated by 6 months, $10 a day for up to 30 days of hos- 
pital care; hospital extras of up to $50 for medicines and appliances, 
up to $25 each for operating room, surgical dressings and costs, blood 
transfusions and oxygen, up to $20 for X-ray and for anesthetic and 
up to $15 for laboratory service; and surgical expense under a $200 
fee schedule—such a package would cost $89.40 per person per year. 
With $15 a day for hospital room and board, a $375 secadeed fee 
schedule and more generous hospital extras, the premium for the 
package would be $153.80 a po a year. A very minimal package, 
including only $8 a day for hospital care, a $150 surgical fee schedule 
and very limited hospital extras subject to deduction and coinsurance 
(the insurance paying 80 percent of the amount spent above $250 but 
no more than $1,000) the annual premium would be $58.72 per 
person (17). 


A paid-up-at-retirement policy 

Paid-up-at-retirement policies taken out prior to age 59 and requir- 
ing no premiums after age 65 may cost 4 to 4.5 times as much at 
age 59 as at age 21 for the daily room and board benefit and 3 to 4 
times as much at age 59 as at age 21 for the miscellaneous hospital 
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expenses and surgical benefits (the rate for females is higher than for 
males, accounting for the range). 

Under one recently issued policy, a $10 a day benefit for 365 days 
of hospital care up to age 65 and 90 days after the 65th birthda: 
would cost a male $102.50 annually if issued at age 59 (twice as muc 
if it paid $20 a day), as compared with $22.80 at age 21. The addi- 
tion of miscellaneous hos ited extras up to $150 would add $78 an- 
nually to the premium if issued at age 59 Lae epee to $18 if issued 
at age 21). Surgical benefits up to $200 would cost annually $42 if 
issued at age 59 ($10 at age 21). The three types of adie 2 if ini- 
tially obtained at age 59 would come to $223 annually for males at the 
$10 a day room and board rate or $325 a year if the policy paid $20 
a day for room and board (17). 


INDEPENDENT PLANS 


Neither premiums nor benefits in these plans lend themselves to 
statistical analysis zecause the sources of founds and the scope of bene- 
fits vary so much that no two plans are alike. Some independent plans 
provide only cash indemnities for specified ‘oes of hospital care 
plus limited amounts for hospital extras and in some cases for sur- 

ical and in-hospital physicians’ care. Others provide service bene- 
fits (sometimes with coinsurance) and include home and office as well 
as hospital care. Of 60 independent plants owning their own hos- 
pitals, a recent survey showed that 41 provided 365 days of hospital 
care and only 4 provided 35 or fewer days. Thirty-seven additional 
plans operating clinics contracted with a community hospital for hos- 
pipet care for their members; 27 of them also provided 365 days of 

ospital care (9). 


Hosprrrat AND Mepicat Care Provinep TuroucH Pusiic Programs 
AND PHILANTHROPIC SOURCES 


There is considerable variation in the extent to which hospital and 
medical care is now directly available to aged persons and othe 
through public programs or through private arrangements suppo 
in part by philanthropy. 


PUBLIC PROGRAMS 


A number of special groups can obtain hospital and medical care 
under public programs without regard to income or ability to pay. 
Most important are veterans with service-connected disabilities, active 
and retired military personnel and their dependents, Members of Con- 
gress and certain other Government officials, Indians, and merchant 
seamen. 

For many years, the major part of the care for tuberculosis, mental 
illness, and leprosy has been provided in omg hospitals. Such care 
is free for very low income groups, but those able to pay all or part 


of the costs are usually expected todo so. Publicly administered gen- 
eral hospitals in many localities also provide care without charge or 
agra “et related to income for persons who cannot afford to pay 
in full. 

Still other programs are open only to “needy” persons. Prominent 
among these are the public assistance medioal 


care programs and the 
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services provided to veterans with non-service-connected disabilities. 
Some State and local governments also provide hospital and nursing 
home care for the medically indigent through financial arrangements 
with private institutions as well as directly through public facilities. 

About 19 percent of all patients in privately comiealiat general hos- 
pitals are aged 65 and over. But in general hospitals under the auspices 
of State and local governments, patients 65 and over are nearly 
26 percent of the patient population (78). 


Veterans’ programs 

Out of a total of 22,560,000 veterans in 1957, there were 1,034,000 who 
were 65 and over. By 1976, the total veteran population is expected 
to drop to 18,758,000 but the number who will be 65 and over is ex- 
pected to rise to 2,307,000. 

Generally speaking, care in VA hospitals may be secured by veterans 
for service-connected disabilities incurred or aggravated during a pe- 
riod of war, or for any other disability when the veteran is unable to 
defray the expenses of necessary hospital care. In practice, a veteran’s 
inability to meet the cost of care for a non-service-connected disability 
is generally established through the veteran’s declaration to that effect. 

bout a fifth of all patients in VA general hospitals are aged 65 
or over. The Veterans’ Administration estimates that as of June 1957, 
for veterans of all VA general hospitals were providing 45.1 
percent of the care for medical, surgical, and neurological patients 
whose disabilities were non-service-connected. But for veterans who 
were 65 and over, the VA was providing 56.6 percent of the general 
hospital care for such patients. 

e Veterans’ Administration assumes in its estimates that in the 
case of service-connected disabilities requiring general hospital care 
all such care is received under VA auspices. ‘Al ough there now are 
about 2 million veterans with service-connected disabilities who re- 
ceive compensation, the number who will receive general hospital care 
specifically for service-connected disabilities is expected to decline 
steadily in the future. In contrast, because of the aging of the veteran 
population, the number of veterans 65 and over who will be receiving 
care in VA general hospitals for non-service-connected disabilities is 
expected to increase (19). 


Public assistance 
Public assistance provides for the basic maintenance of persons 
whose income and resources are inadequate to meet their needs as de- 
termined by State and local welfare agencies. At present about 5.7 
million persons receive assistance under the four federally aided pro- 
grams. An additional 1.1 million persons receive assistance under 
sag assistance programs financed entirely from State and/or local 
ds. A large proportion of the public assistance caseload is made 
pe! of persons with unusually heavy medical needs resulting from dis- 
ability, chronic illness, or the infirmities of old age. Some are forced 
to assistance primarily because of the need for medical care. 
Because the demands for medical care have been very t, a seri- 
ous problem of financing has arisen in many States. Public assistance 
ncies must decide how much money from limited appropriations 
should be spent for medical care. The public assistance program has 
primary responsibility for providing money for basic maintenance of 
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ple—food, clothing, and shelter. However, medical care may also 

e a necessity of life and some medical care must be provided to those 

eligible for assistance if no other program can meet ae. need. 

The decision as to the content and amount of medical care to be pro- 

vided under the public assistance program rests with the State agency 

and there are wide differences among States with respect to the types 
and quantities of medical care provided. ; 

As of January 1958, some medical care was provided under 1 or 
more of the special types of public assistance in all but 2 of the 53 
States and Territories. The type of care covered most frequently 
under plan provisions for the three adult programs—old-age assist- 
ance, aid to the blind, and aid to the permanently and totally dis- 
abled—was nursing-convalescent home care. Among the other types 
of care covered most frequently under the adult programs were drugs, 
hospitalization, and practitioners’ services. In old-age assistance, 49 
of the 53 States had specific provisions for nursing-convalescent home 
care, 39 for drugs, and 35 each for hospitalization and practitioners’ 
services (20). 

The determination of what constitutes eligibility for medical care 
under the public assistance programs is made by the States. This de- 
termination is usually made by considering the needs and resources of 
the individual and the availability of medical services from some other 
source. Most recipients of medical care under the public assistance 
programs also get payments to meet their maintenance needs, but some 
get payments only for their medical care. 

Information regarding the volume of vendor epee: (made di- 
rectly to the suppliers) for medical care is regularly available. But 
information regarding the amount of money made available to re- 
cipients to enable them to purchase medical care themselves is not 
regularly available. During the fiscal year ended June 30, 1958, 
vendor medical payments under the four federally aided categories 
totaled $236.1 million. The amount spent under each of the federally 
aided programs was as follows: old-age assistance, $159.1 million; aid 
to the blind, $5.1 million; aid to the permanently and totally dis- 
abled, $28.6 million; and aid to dependent children, $43.2 million. 
These payments constituted the following proportions of total assist- 
ance payments: old-age assistance, 8.8 percent; aid to the blind, 6 per- 
cent; aid to the permanently and totally disabled, 13.5 percent; and 
aid to dependent children, 5.3 percent. 

Vendor payments under the old-age assistance program consti- 
tuted about two-thirds of all vendor payments under the four fed- 
erally aided types of public assistance. Hospitalization was the type 
of service for which the largest amount of vendor payments was made 
in old-age assistance : that expenditure was 39.5 percent of total vendor 
payments according to State reports covering nine-tenths of such 
payments in old-age assistance. 

A smaller proportion of the vendor payments, 26.3 percent, was 
made for nursing and convalescent home care, although more State 
plans included provision for such services. The proportions of total 
vendor payments for drugs and supplies and for practitioners’ serv- 
ices were 14.7, and 10.8 percent, respectively. In the other adult 
Sy ams, aid to the blind and aid to the permanently and totally 

isabled, expenditures for hospitalization also ranked first, and those 
for nursing and convalescent home care ranked second. 
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The most comprehensive information relating to amounts for medi- 
cal care included in money payments is for a selected month Janu- 
-March 1957. For the 25 States that reported information of 
this type, the proportion of cases having an amount for medical care 
included in requirements varied ngper 

In States having maximums or other limitations on payments the 
inclusion of an amount for medical care in requirements may result 
in payment to the recipient of the full amount of medical care costs, 
only a part of the amount, or nothing over and above other require- 
ments. 

On an annual basis, the money payments in the reporting States 
that represented amounts for medical care would have totaled more 
than $73 million at the January-March 1957 rate (20). The report- 
ing States may not be entirely representative of other States; the 
total increase in money payments for the country as a whole that 
resulted from the inclusion of medical needs in requirements probably 
amounted to about $100 million a year. 

General assistance is financed entirely from State and/or local 
funds. There are wide differences among States, and even amon 
local jurisdictions within a State, with respect to the types an 
amounts of assistance provided under the program. 

During the fiscal year ended June 30, 1958, vendor payments for 
medical care under State and local general assistance programs totaled 
$83.8 million. These payments constituted 24.7 percent of all gen- 
eral assistance Shes § While all vendor payments for medical care 
under general assistance were made from State and/or local funds 
without Federal participation, an unknown, though probably substan- 
tial, amount was spent in behalf of recipients of the four special types 
of public assistance. It is in many cases administratively simpler for 
States to make such payments under their general assistance pro- 
grams and they are like y to do so when the amounts needed by re- 
cipients under one of the special categories exceed the maximum that 
can be matched by Federal funds. 

Special interest attaches to the amounts spent for nursing or con- 
valescent home care under the public assistance programs. is ty 
of care is particularly important in aid to the permanently and totally 
disabled and is becoming increasingly important in the old-age assist- 
ance program as the average age of recipients increases and as old- 
age, survivors, and disability insurance provides the basic income for 
more of the aged who do not have special needs. Unfortunately, in- 
formation is not available as to how much of such care is in skilled 
nursing homes and how much in domiciliary-type institutions. The 
maximum amounts paid from public assistance funds for nursi 
home care vary greatly from State to State, as does the adequacy of 
the care made available. In the States reporting information for a 
selected month January-March 1957, total monthly assistance pay- 
ments to and in behalf of nursing home cases averaged $113.73 in 
old-age assistance (24 States) and $128.17 in aid to the permanently 
and totally disabled (20 States) (20). 

In a study covering 13 States in 1953-54, it was found that payment 
for care for about 51 percent of all patients in proprietary nursing 
homes was fully or in part from olla assistance. In no State was 


the proportion less than 25 percent and in a few States the proportion 
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was as high as 70 percent. —— in a sampling of voluntary and 
public nursing homes in 11 of these States, the same study found that 
50 percent of patients in these homes were also dependent in whole 
or in part upon public assistance support (27). 


NONGOVERNMENTAL PROGRAMS 


Nongovernmental hospitals traditionally provide some free medical 
care to the needy and medically needy and finance this care from such 
resources as endowment income and philanthropic contributions. The 
furnishing of free care by hospitals has been financed, in part, within 
hospital budgets through payments that are higher than true costs 
by self-supporting patients or by their third-party carriers. Increas- 
ingly, nongovernmental hospitals have been paid for services to needy 
persons through various public programs and public grants. 

Asa group, nonprofit general and allied special short-term hospitals 
have had small surpluses of total receipts (including philanthropic 
contributions, endowment income, governmental grants, etc.) over 
expenses in recent years. In 1957, for example, the aggregate surplus 
for all these hospitals was about 3.4 percent of income (22). Some 
hospitals, of course, continue to have deficits. A nationwide study 
of 1,400 hospitals made in 1954 showed that one-fourth of the hos- 
pitals studied had overall deficits, amounting generally to less than 
10 percent of expenditures. The remaining three-quarters of the 
hospitals were able to finance current operations out of current income, 
— with small surpluses (23). 

n spite of the apparent fiscal balance of many hospitals, there is 
still the problem in many States of providing the financial resources 
to cover the cost of free and part-paid care for patients limited in their 
ability to pay. Within the last 4 to 5 years some of these States have 
conducted studies of the impact of this problem upon their hospitals. 

These studies examined the financial resources of the hospitals which 
enabled them to cover their free and part-paid care. Special note was 
made of the extent to which resort was made to increased charges 
to paying patients, limitations on hospital services, inadequate allow- 
ances for depreciation and maintenance, etc. 

Among the States reporting studies are some in which the financial 
problem of hospitals is aggravated because public assistance or the 
other public programs pay none or only part of the cost of hospital 
care for the needy and medically needy. Data from a few of the more 
recent studies indicate the magnitudes of the “losses” by hospitals in 
recent years for free and part-paid care: 

In Missouri, a study covering 1953-54 indicated that 1,496 medicall 

needy patients received care costing $246,234 from 8 urban hospitals 

and 20 in smaller communities. Only about 22 percent of the total 
bill was paid; 78 percent of the amount of these bills remained unpaid 
from any sourcee (24). 

A Georgia study showed that, in 1955, 51,479 out of 215,357 patients 
(23.9 percent) admitted to 28 general hospitals were indigent or med- 
ically indigent. The total estimated loss for this care was nearly $4 
million. This loss was mainly absorbed through surpluses from 
paying patients (25). 
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A study was made by the Alabama Hospital Association covering 87 
percent of the general hospital beds in that State. The study showed 
that in 1955, out of a total cost of $714 million for inpatient and 
outpatient care of the indigent and medically indigent, only $4 mil- 
lion was received as reimbursement. Thus, an unpaid balance of $314 
million had to be absorbed by the a (26). ; 

In Mississippi, reports from 75 hospitals in a study of indigent 
hospital care in 1956, showed that the cost of that care was slightly 
more than $414 million. Considerably less than half of the days of 
care provided was compensated by public payments, but even these 
days were compensated at only about one-third of the cost (27). 

A study in Pennsylvania showed that, in 1954-55, 178 State-aided 
hospitals incurred a deficit of $1234 million over and beyond State-aid 
payments for free and part-paid inpatient care. Overall, this deficit 
together with the deficit on outpatient care absorbed nearly all the 
funds available to the hospitals other than payments by or on behalf 
of patients (28). j 

here can be no doubt that to the extent that public assistance 
and other public programs have approached making full payments 
for the cost of providing hospital care to the needy and medically 
needy, one of the most troublesome elements in hospital financing is 
being overcome. This situation increasingly prevails particularly 
among the wealthier States. But in other States, mainly those with 
lower levels of per capita income, adequate financing of indigent hos- 
pital care persists as a disturbing problem. 
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CHAPTER V 


METHODS OF PROVIDING OASDI BENEFICIARIES WITH 
HOSPITAL AND NURSING HOME BENEFITS UNDER 
TITLE II OF THE SOCIAL SECURITY ACT 


The erent chapter explores the methods that might be used and 
the probable costs involved in providing hospital and nursing home 
ee for OASDI beneficiaries under title II of the Social Bosdiity 

ct. 

This approach would make use of the existing OASDI administra- 
tive setup for the collection of contributions and the identification of 
eligible persons. Contributions could be deposited in the OASI and 
DI trust funds or, following the practice when disability benefits were 
added, a separate trust fund could be established. 

Ninety percent of all employed persons in the United States are 
now paying, with the help of contributions from employers, toward 
the cost of retirement, disability, and survivor benefits for themselves 
and their dependents. They could similarly pay toward the cost of 
hospital and nursing home benefits in retirement or for their sur- 
vivors, through an additional contribution for this purpose that would 
be collected as part of an increased total social security contribution. 
Such prepayment would assure that more than 9 out of 10 persons 
reaching retirement age some years in the future would have hospital 
insurance coverage. It could also assure such protection immediately 
for 7 out of 10 of those already age 65 or over. 

The addition to the program of a new type of benefit would necessi- 
tate policy decisions on a number of questions relating to the groups 
eligible for benefit, the scope and character of the benefits, and the 
method of administration—more specifically, the method of reaching 
agreements with and making payments to hospitals and nursing homes. 


Groves ror BENEFITS 


In order to make the social security program effective within a rea- 
sonable period of time, the law has from the beginning provided that 
workers already approaching retirement age when they first had an 
opportunity to be covered could become insured on the basis of very 
brief periods of covered employment. And as the benefit provisions 
have been changed to take account of changing price and wage levels, 
the benefit amounts of those on the rolls » me 8 also been raised. A 
social insurance system can use current contribution income to pay 
full-rate benefits to this generation of aged because it can safely 
assume that successive generations of workers will continue to pay 
contributions, to acquire rights and to draw on those rights when they 
reach retirement age, or become disabled or leave surviving widows 
and children. 
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If the same principle were followed, funds derived from current 
social security contributions for hospital benefits would be used to pro- 
vide such benefits immediately to persons now eligible for cash benefits. 

A decision would have to be made as to the treatment of persons 
eligible for but not currently receiving cash benefits. In mid-1958, 
there were about 1.8 million persons beyond retirement age who were 
fully insured but not drawing benefits, including 1.6 million who had 
never filed a claim for benefits and 200,000 whose benefits were 
suspended. Such persons, and in many cases their wives (some 600,000 
in mid-1958), could at any time receive cash benefits if they retired. 
There are also at any time some eligible younger persons not drawing 
benefits, primarily widowed mothers who are at work. 

In principle, there are strong arguments for eee ee 
for hospital benefite to those who have retired. Persons still employed 
have much more opportunity to get group health coverage, and those 
who are self-employed or employed in small establishments at least 
have a more adequate income with which to purchase individual insur- 
ance and are more likely than retired persons to be in sufficiently good 
health so that they can buy insurance. In addition, it is thought by 
some persons that to base eligibility for the hospital benefits on the 
attainment of any specified age, rather than on retirement, would 
weaken the rationale for special treatment of the aged as compared 
with the rest of the population. 

The problem is to find a satisfactory test of retirement. In the case 
of the cash benefits, the present retirement test which defines substan- 
tial retirement geen in terms of annual earnings below a specified 
amount is workable and equitable in relation to employed and self- 
employed persons. With the retirement test on an annual basis, 
however, it is not always possible to determine in advance whether an 
individual should be receiving cash benefits for a particular month, 
and the required suspension of benefits + occur after rather than 
during the time when he was earning more than the minimum allowed. 
To restrict the eligibility for hospital benefits to those who are actually 
receiving cash benefits would result in serious difficulties and 
anomalies. It would also result in considerable pressure on many 
individuals to retire as soon as possible in order to have the hospital 
benefit protection. 

Difficulties of a different kind would arise if there were a special 
test of retirement for eligibility for hospitalization benefits, such as 
receipt of cash benefits for a certain number of months—probably 12 
months if car ae and self-employed persons are to be treated 
ee nd in a specified time. If hospital benefits were avail- 
able only on this basis, there would be a substantial waiting period 
after retirement before hospitalization benefits could be paid. Par- 
ticularly for those who are forced to retire because of illness, this 
delay in obtaining protection could be serious. Such a provision 
_—, increase the existing pressures to abolish the retirement test 
entirely. 


Identifying eligible persons 

If all persons who could be eligible for cash benefits were entitled 
to the hospital benefits, eligibility, once established, would be on“& 
lifetime basis for old-age beneficiaries. Men 65 and over and women 
62 and over and also younger beneficiaries and eligibles could receive 
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some form of document certifying to their eligibility for the hospitali- 
zation benefits with recertification at appropriate intervals for those 
who did not have lifetime eligibility. en the individual was 
admitted to a hospital, presentation of the card or document would 
establish a presumption or evidence of eligibility under the program. 
From the point of view of both the individual and the hospital the 
procedure would be essentially the same as that under most Blue 
Cross plans, which commonly use an identification card to establish 
at least provisional eligibility. 

With a limit on the rae, of days of hospital care provided as 
a benefit, the hospital would need a check on whether the patient 
had already exhausted his benefits for the current year. The medical 
history taken in the hospital would provide the necessary information 
in the great majority of cases, since readmission occurring within any 
12-month period would frequently be in the same hospital. In cases 
where the patient had changed residence or for an unconscious patient, 
verification of the amount of care which would be paid for by the 
OASDI system would be necessary. Prompt identification of eligi- 
ble individuals is of importance both to the hospital and to the person 
and his wg § The necessary checks would presumably be handled 
through the local and area offices of the Bureau of Old-Age and 
Survivors Insurance. 


SCOPE AND NATURE OF THE BENEFITS 


Assuming a primary decision had been made that the benefits to 
be provided should relate to the cost of hospital, or of hospital and 
nursing home care, subsidiary questions as to the scope of the services 
to be paid for would have to be answered. 

It should perhaps be noted explicitly that the hospital, or nursi 
home, service which any beneficiary receives can only be that whic 
is available in a hospital, or nursing home, to which a physician rec- 
ommends admission. An insurance system does not provide hospital 
services; it provides an assurance that the cost of specified services 
received by beneficiaries will be paid from insurance funds. Hospital 
insurance for OASDI beneficiaries would not directly affect existing 
variations in the number of hospital beds in relation to the total popu- 
lation of different communities or sections of the country, nor would 
it result in uniformly high standards of care in all hospitals. It could 
encourage high standards and help assure more adequate operating 
income for all hospitals meeting such standards. It might also result 
in pressures for expansion of facilities in some areas. 

use of the more limited development of nursing home facilities 
the lack of professionally accepted standards as to the care provided 
in such homes and the greater variability and lack of stability in the 
current methods of financing nursing home care, a nursing home bene- 
fit might affect many fewer beneficiaries at the outset than a hospital 
benefit. The benefit could also be expected to have a greater impact 
on the future development of nursing home care and indeed of con- 
valescent and chronic care facilities and arrangements generally. 


Service or indemnity benefits 


Existing eplpetary Seance follows two different practices with 
regard to the costs are covered. Most Blue Cross plans insure 
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the member against the costs of specified services. The insured per- 
son in effect is guaranteed a stated number of days of care in a semi- 
private room (or ward) and certain specialized services such as use 
of the operating room, anesthesia, and so forth. This is a so-called 
service benefit. Most insurance company policies guarantee to re- 
imburse the beneficiary a stated number of dollars per day of hos- 
pitalization with stated allowances towards the costs of other hospital 
charges. This type of coverage is called cash indemnity. 

Since hospital costs and charges vary greatly not only in different 
parts of the country but also within local communities, the extent and 
character of the protection provided may be quite different under 
the two types of benefit. In most circumstances, the individual— 
and the hospital—cannot know in advance what part of the total 
hospital bill will actually be covered by a benefit that is guaranteed 
in dollar terms. With a service benefit, both the beneficiary and the 
hospital know for what kinds of services payment is assured. Further- 
more, the beneficiary knows that when he receives such services their 
cost (for the specified number of days of care) will be paid for in full 
no matter to which of the participating hospitals his doctor chooses 
to send him. 

A service benefit—providing as nearly uniform protection as pos- 
sible for all beneficiaries—would seem the most appropriate type of 
benefit under a compulsory social insurance program. It is the 
only type of benefit which could guarantee hospitals full payment 
for the cost of specified hospital service for aged persons. On the 
other hand, it does require a type of negotiation and agreement with 
hospitals that could be pai with a cash indemnity benefit. 

ome groups have suggested that even though the hospital benefits 
should in general be service benefits, the beneficiary should be required 
to pay out-of-pocket some initial charge. The intended purpose of 
such a deductible amount not covered by insurance is to discourage 
overutilization of hospital services, as well as to place some of the 
cost burden directly on the individual receiving hospitalization. 

The actual effect of such an out-of-pocket charge would obviously 
depend on the amount. Opinion among physicians and other quali- 
fied persons differs as to what constitutes overutilization of hospital 
services. A question to which no clear answer can be given is whether 
an out-of- et charge that would not place undesirable barriers in 
the way of needed hospital care would have much effect on admissions. 

The detailed cost estimates presented below relate to a full service 
benefit. Figures are also given to indicate the costs of a cash in- 
demnity benefit on specified assumptions as to the amount of the in- 
demnity payment. 


Hospital services to be paid for 


The services that would be paid for through the insurance program 
would presumably include all those services normally provided by 
hospitals and included in the usual hospital bill. In addition to room, 
board, and nursing care, these would include use of the operating 
room, oxygen, certain drugs and therapies, and so forth. 

It is assumed that the benefit would cover semiprivate accommoda- 
tions with more expensive accommodations paid for by the insurance 
system only when required for medical reasons. [Beneficiaries would 
also presumably have the option of using ward accommodations. If 
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they elected to use private rooms, the difference in cost would be 
borne out-of-pocket. j 

There are differences in practice among hospitals as to whether cer- 
tain services—in particular those of anesthesiologists, radiologists, 
and pathologists—are included as hospital services. As a result the 
scope of the services paid for by Blue Cross plans varies in different 
plans and in different parts of the country. ‘ 

If hospital benefits were provided under OASDI a difficult. deci- 
sion would have to be made as to whether the services that would be 
paid for from the trust fund would include for each hospital those 
services usually included in its bills. This would result in variations 
in the scope of the benefit for different beneficiaries. Alternatively, 
if the types of services that would be paid for were x ig out in some 
detail and applied uniformly for all hospitals providing such services, 
it might be necessary to develop several different systems of payment 
to hospitals depending on their own 

Some of the legislative proposals for hospital benefits have provided 
that any institution licensed as a hospital under State law would be 
eligible to enter into an agreement to receive payment for services 
provided to beneficiaries. Alternatively, this privilege might be ex- 
tended only to hospitals accredited by the Joint Commission on Ac- 
creditation of Hospitals in which the American Medical Association, 
the American Hospital Association and the American College of Sur- 
geons participate, or by other appropriate accrediting agencies, thus 
assuring that certain standards of care would be met. 
Duration of hospital benefits 

Information was given in chapter II on the duration of general 
hospital stays for aged ombh W9 Under present practices, it would 
appear that about three-fourths of the persons aged 65 and over who 
are hospitalized in general and special short-term hospitals spend less 
than 30 days, 90 percent less than 60°days and more than 95 percent 
less than 90 days in the hospital in the course of a year. These ratios 
would be affected by increased admissions, changes in the age, sex, and 
living arrangements of those admitted and other factors. They give 
a general idea, however, of the proportion of beneficiaries who would 
have practically all of their general hospital costs paid for by an 
insurance benefit limited to 30, 60 or 90 days of care in general 
hospitals. 
Mental and other long-term hospitals 


A decision would need to be made as to whether care in mental and 
tuberculosis hospitals should be —_ for from social-security contri- 
butions. Such hospitals are now largely supported by State and local 
revenues, and the care which they provide is generally of a long-term 
character. The social insurance prams would be taking on an en- 
tirely different kind of burden if it undertook to pay for such care 


than if the benefits covered only relatively short-term illnesses. 

The many senile old persons who now occupy beds in mental hos- 
pitals might be better cared for if there were suitable nursing home 
care and other chronic care accommodations available. Movement of 
older persons out of mental hospitals could well be discouraged if 
insurance contributions were available to cover the cost of their care 
in such hospitals but not in nursing homes generally. For purposes 
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of the cost estimates, it has been assumed that the hospital beneftt 
would not cover the cost of care in mental or tuberculosis hospitals. 


Relation to other public hospital benefits 


A related question arises concerning the cost of services now paid 
for through other Federal programs, though in this case the issue 
relates primarily to source of financing. It may be assumed that some 
persons eligible under OASDI and also under another program would 
choose to receive their care in Veterans Administration, Public Health 
Service or other Federal general hospitals. Whether the trust fund 
should pay for such services is a debatable question. (It presumably 
would not in any case pay, as part of the hospital benefit, the cost of 
the physicians’ services which these hospitals provide for all patients. ) 

Similarly, hospital services that would be paid for under the insur- 
ance benefit could either include or exclude the cost of care covered 
under a workmen’s compensation program. 

It is assumed that the insurance benefit would pay for care in State 
and local public general hospitals. The OASDI system would, of 
course, take over the cost of public and private hospital services for 
beneficiaries whose care is now paid for by the public assistance pro- 
gram because no other resource is available. 


Nursing home care 


The Ways and Means Committee a is not clear as to the kind 
of nursing home care that is contemplated. Earlier proposals have 
related to skilled care of a kind that can appropriately take the place 
of hospital care at certain stages of illness, primarily during con- 
valescence. The problems and costs involved in such a limited nursing 
home benefit are discussed. But in view of the possibility that the 
committee had in mind a much broader provision and that there 
would be pressures to expand the scope of a limited benefit once 
adopted, attention is given also to the problems and costs of a more 
general nursing home benefit. 

There is at present a serious shortage of high quality nursing home 
beds of all types—not only those providing skilled nursing care but 
also those providing primarily residential and custodial type care (7). 
State laws with regard to licensure of nursing homes are much newer 
and standards far more variable than the laws and regulations relating 
to licensure of hospitals. There is no recognized national accrediting 
agency. If nursing home benefits were provided, therefore, the in- 
surance system might, at least at the outset, have to establish its own 
standards as to the care for which it would pay. 

Considering first the possibility of a limited skilled nursing home 
benefit, it may be noted that such benefits are now provided by a few 
Blue Cross and other plans. The benefits may apply to care in a 
chronic disease or convalescent hospital as well as in a nursing home. 
In some plans the benefits are payable only on discharge from a hos- 
pital and for periods of varying duration (30 days in a lifetime at one 
extreme, 2 years at the other) (2). Relatively few persons have up to 
the present been covered under such provisions. 

ile the number of skilled nursing homes in the United States 
is increasing, the availability of beds in such homes varies greatly 
from one community to another. Payment for the costs of such care 
under OASDI even for limited periods could be expected to stimulate 
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the development of more such facilities. For the time being, bene- 
ficiaries would have markedly unequal opportunities to get such care 
and therefore to have such care “re for from the trust fund. On the 
other hand, for the beneficiary the alternative to prepaid care in a 
skilled nursing home would, in many cases, be continued prepaid care 
in a hospital (for just how many days would depend on whether the 
hospital benefit covered 30, 60, 90 or more days of care in a year). 

One of the issues with regard to skilled nursing home benefits, if 
they are provided, is whether the prepayment should apply only for 
illness in which the patient is discharged to the nursing home from 
a hospital. Such a restriction would emphasize care in a skilled 
nursing home as an alternative to the final stages of hospital care once 
the acute period of illness has passed. Increasingly, however, modern 
medical practice is making possible and desirable the treatment of 
many illnesses—such as pneumonia, certain types of heart attack, 
ete.—without the need for a period of hospitalization. The ~~, 
of the physician must determine whether a patient is cared for in 
the hospital or elsewhere. It would be unfortunate, however, to 
adopt benefit requirements that would encourage hospitalization of 

rsons who could be equally well cared for in a skilled nursing home 
throughout the entire period of illness. 

A limited skilled nursing home benefit would not, and would not be 
designed to, meet the problem of the long-term chronically ill. Nor 
bas it meet the mi ye of those many older persons who need 
residential care without continuous medical or nursing services. Both 
problems are serious and of increasing magnitude. The cost of long- 
continued institutional care is beyond the ability of most individuals 
or families to finance. The payment for nursing home care is plan 
an increasing burden on public assistance funds, while the level o 
assistance payments to nursing homes in all but a few States is so low 
as to make high quality care difficult if not impossible to achieve. 

Because of the increasing need for good nursing home care, and 
the difficulties of drawing a sharp line between skilled nursing home 
care and other types of care, it might prove difficult to limit a nursing 
home benefit hs OASDI to short-term convalescent care. 

Whether the cost of long-continued care in nursing home or other 
chronic care facilities should be financed from social insurance contri- 
butions of employees, employers, and self-employed persons or whether 
it should be a charge on general revenues presents a major issue of 
social policy. 


Meruops or Hanpuine tHe Benerir ARRANGEMENTS 


The necessary arrangements with hospitals and nursing homes to 
parent payment for specified services provided to OASDI bene- 
ciaries could follow one of several different patterns. 


Payments to hospitals and nursing homes 

If the benefits took the form of a cash indemnity payment, it would 
not be necessary for the insurance system to enter into any negotiations 
with hospitals or nursing homes as to the amount to be paid. On 
evidence that the services were rendered, the hospital pent be paid 


directly or through a third sp Aga the specified amounts of cash 
a possible to pay these amounts to 
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the beneficiary or for the beneficiary to assign his benefits directly to 
the hospital. In any case, the hospital would bill the beneficiary and 
collect from him—or from him and from relatives or welfare or 
other agencies—for amounts not covered by the indemnity payments. 

With a service benefit, the insurance system would pay to the hos- 
pital, directly or through an agent, agreed upon amounts per day 
of care rendered to beneficiaries. Hospitals are now reimbursed under 
a number of governmental programs—maternal and child health, 
crippled children, veterans, vocational rehabilitation—on the basis 
of a formula which is intended to approximate the actual costs in- 
curred in providing the services. Many Blue Cross plans use similar 
formulas in arriving at the rates they pay hospitals. The amount 
paid per day of care thus varies from one hospital to another, but an 
attempt is made to assure that all hospitals receive a fair reimburse- 
ment of their costs.t In the case of insurance covering primarily aged 
persons, a reasonable cost formula should probably take some account 
of the lower daily cost of long-term stays. A number of Blue Cross 

lans pay a higher amount per patient day for the first few days than 

or subsequent cove in a hospital stay. Other methods of adjusting 
epee to the level of care received could obviously be devised. 

he exact method to be used would of necessity be left to the admin- 
istering agency to determine, after consultation with representatives 
of hospitals and other appropriate groups. 

Nursing homes ca paid on the same basis as hospitals—that 
is, a per diem or perhaps a weekly rate that reflects actual costs. 
There has, however, not ion the same kind of experience with such 
payment for nursing home care. Whether the accounting procedures 
of most nursing homes are adequate for accurate cost determinations 
may be questioned. Hospitals did not generally keep accounts in the 
necessary detail before payments from public funds and from Blue 
Cross became of some importance. It is probable that for nursing 
home services negotiated rates based on approximations of actual costs 
would have to be used at the outset. 

Neither in the case of hospitals nor nursing homes would it appear 
desirable for the trust fund to pay customary charges for a service 
benefit. Such charges bear no uniform relation to actual costs; pay- 
ments on this basis could be inequitable to either the provider of 
service or the fund. 

Hospitals could submit individual bills for each beneficiary or con- 
solidated billings at stated periods. Under the Medicare program, 
for instance, hospital bills are submitted primarily on a consolidated 
basis to Blue Cross plans and on an individual basis for the patients 
whose bills are handled by Mutual of Omaha (2). 


Purchase of insurance 


It was suggested in the request of the Ways and Means Committee 
that the OASDI system might “buy insurance * * * from private and 
nonprofit health insurance organizations.” Under such an arrange- 
ment, bids would be invited from insurance companies and health plans 
as to the premiums they would charge for insuring the benefits speci- 


1Excessively high costs resulting from expensive location and surroundings or other 
luxury features may be excluded from the amounts entering into the reimbursable cost 
formula or other negotiated rate. 
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fied in the social security legislation (and according to standards of 
care or other matters spelled out in regulations). 

The problem faced by an individual insurance carrier in determin- 
ing a fixed-bid rate for such share of the business as it wished to 
carry is of an entirely different character than the problem of estimat- 
ing average costs for the OASDI ayptean as a whole. Thus private 
insurance carriers would have difficulty in determining premium rates 
for this special coverage group and might be reluctant to make bids 
that from the point of view of the trust fund—and the contributors to 
the system—could be considered reasonable. 

The State public welfare agencies that have tried to purchase hos- 
pital insurance covering public assistance recipients have found either 
that no carrier was willing to write a policy or that the rates were so 
much above the cost of self-insuring that there was no justification 
for such use of public funds. The one State (Colorado) that uses 
Blue Cross to handle the costs of hospitalization has been able to pur- 
chase such insurance for younger assistance recipients only; for old- 
age assistance recipients it has had to pay for the service on a cost-plus 
basis (cost of services plus cost of administration). 

It is possible that a consortium of insurance carriers might be found 
to bid on the benefits for the entire group, somewhat as was done by 
the life insurance carriers under the Government employee life insur- 
ance program. In that program, there is no assignment of a policy 
to a particular company until the individual retires or dies. In the 
case of a hospital benefit, a method of assignment would have to be 
found that would let both the beneficiary and—unless the benefit was 
a cash indemnity—the hospital, know in advance what company was 
carrying his policy. Except for the extra costs that would be involved 
in such assignments, if the OASDI system received the appropriate 
rate credits and dividends, such a consortium would tend to become 
essentially an agent group paid on a cost-plus basis. 

Use of private insurance carrier as agent 

The OASDI system might underwrite directly the cost of the bene- 
fits, but use a private insurance carrier or carriers as its agents in 
negotiating agreements with hospitals and nursing homes and in 
handling claims from them and making paymentstothem. The insur- 
ance carrier would receive a reasonable payment for its administrative 
services. 

For hospital benefits the trust fund might contract with a single 
national agent, such as the national Blue Cross Association. It is 
possible that this association might be willing to act also as agent in 
negotiations with and payments to nursing homes. Alternatively, 
there could be several agents selected on geographic or other bases. 

Use of State agencies as agents 

Another possible alternative would be to utilize appropriate 
State health or welfare agencies, in those States that were willing to 
enter into such an agreement, to handle the relations with hospitals 
and BUaging homes. As in the case of private carriers serving as 
agents, the State’s administrative costs for the program as well as the 


amounts it paid to hospitals and nursing homes would be reim- 
bursed—or advanced on an estimated basis and later adjusted—from 
the trust fund. Some States might not choose to participate or be in 
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a position to do so immediately and the Secretary of Health, Educa- 
tion, and Welfare would need authority to administer the program 
directly in any State that did not enter into an agreement to act as 
agent. A similar reserved power should be available to him under 
any other agency arrangement. 


se woe by the Department of Health, Education, and 
elfare 

It would also be possible for the Department of Health, Education, 
and Welfare, through the Bureau of Old-Age and Survivors Insur- 
ance, the Public Health Service, or a special unit set up for the pur- 
pose, to handle directly the arrangements with and payment of y orth 
pitals and nursing homes. There are fewer than 7,000 general and 
special hospitals in the country that would be providing the hospital 
services guaranteed as benefits. Practically all of them are familiar 
with the general basis for cost determination and the payment proce- 
dures that would be used no matter what agency handled the arrange- 
ments. Arrangements with nursing homes would present a more 
difficult but not insuperable problem. If the Secretary of Health, 
Education, and Welfare were given responsibility for administering 
the benefit payment provisions, it would be desirable for him to have 
the option of working through appropriate voluntary insurance plans 
or representatives of the providers of service. 


ADMINISTRATIVE REVIEW ARRANGEMENTS 


None of the methods of handling payments to hospitals would in- 
volve completely new types of recordkeeping or reporting for hos- 

itals. Unless a flat per diem basis of payment were adopted, some 
10spitals that are now paid by Blue Cross on the basis of billings 
would have to make changes in their accounting and recordkeepin 
procedures. Some statistical checks by the insurance system would, 
of course, be necessary. There is virtually universal agreement that 
there should be no interference with the internal administration of 
hospitals or with the authority of the physician in medical matters. 
Nevertheless, the use of public funds for sociai programs always im- 
= some public concern not.only with the proper handling of funds 

ut also with the quality of the’benefits received. 

It is inevitable that if insurance—private or public—is available 
to cover the costs of some but not all types of services, there will be 
pressures from patients and doctors alike for maximum use of those 
services for which payment is guaranteed. One procedure the sys- 
tem could adopt to encourage proper utilization of hospital services 
would be to maintain an adequate statistical check on the services for 
which it is paying. What appear to be questionable practices could 
then be discussed with the appropriate agency or provider of services. 
Relatively simple checks might prove quite helpful. Some Blue 
Cross plans, for instance, have found a routine notification to the 
doctor that his patient has been in the hospital for 30 days results in 
a significant number of discharges. Other plans and some hospitals 
are experimenting with such procedures as the review by a medical 
committee of all hospital admissions and of stays beyond a certain 
duration (4). 
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Whether the poses arrangements were handled directly by 
HEW or through an agent, HEW would presumably be responsible 
for establishing requirements for fiscal and statistical controls and 
for analyses of experience data. The method of using any insights 
gained from such analyses as well as other kinds of checks on quality 
of service would vary somewhat depending on the administrative 
pattern adopted. 
Extent or Coverace 


A program of hospital benefits for persons eligible for old-age, 
survivors, and disability insurance would peptous a little over 70 per- 
cent of the aged population in 1960. By 1970 it would reach an esti- 
mated 76 percent and in 1980 a little over 80 percent of the persons 
then aged 65 or over. It is likely that there would be pressure to 
provide similar benefits for the remaining groups of aged persons. 

While there would be a number of problems involved, it would be 

ssible to provide the same benefits to some additional aged persons 

y econ pr other public retirement programs to ay into the system 
on behalf of their beneficiaries. In effect the OASDI system would 
serve as administrative agent for these other programs. 

A policy question sould also arise as to whether public welfare 
agencies should be given the option of carrying their responsibility 
for hospital care for old-age assistance recipients through arrange- 
ments with and appropriate payments to the OASDI system. The 
funds would presumably come as at present from the general revenues 
of the Federal and of State and local governments. 

Alternatively, the Federal Government might pay from general rev- 
enues into the hospital insurance account of the OASDI system an 
amount sufficient to cover the cost of hospital benefits for all aged 
persons who are not eligible under OASDL or any public retirement 
system. The size of any such supplementary program of hospital 
insurance would diminish in the future as an increasing proportion 
of all aged persons become eligible for OASDI benefits. 


Cost Estimates 
HOSPITAL BENEFIP COSTS 


It is more difficult to estimate the future costs of any type of 
medical benefit than it is to estimate the long-term costs of specified 
cash benefits. For both i {a of benefit, future costs will be affected 
by changes in the age and sex composition of the carry group, 
in the average span of life, and similar factors—some of which can 
be predicted with a reasonable degree of certainty, others only within 
a wide range of assumptions. The long-range cost of hospital or 
other medical benefits will in addition be affected by changes in the 
organization of medical practice and new developments in scientific 
knowl as well as by changes in labor costs and other charges. 
The kinds of change in medical practice that have occurred in recent 
years and the further changes which are in sight were reviewed briefly 
in chapter III. It must always be recognized, however, that a major 
breakthrough—in cancer research, for instance—could quite suddenly 
change the picture, and in an unpredictable direction. Thus, while 
for planning purposes it is essential to have long-range actuarial 
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estimates of the vageoee costs of hospital or nursing home benefits, 
considerable weight should be given to the near future in evaluating 
the cost burden of a proposed program. 

Estimates are presented below of the current and long-range cost 
of hospital service benefits on two assumptions as to the maximum 
number of days in a year that would be insured—one a maximum 
of 30 days, the other of 60 days. While detailed computations were 
not made for a benefit of up to 90 days, the data on hospital utilization 
rates that were given in chapter II indicate that an extension of the 
days covered from 60 to 90 would add in the neighborhood of 10 per- 
cent to the total cost. 

The detailed long-range estimates have been prepared also on the 
basis of two sets of asenD tone as to the other medical cost factors, 
thus suggesting a reasonable range within which costs could fall. The 

eneral effect on costs of an additional set of assumptions is also in- 
Saaael In all the long-range estimates, the figures used for the 
number of beneficiaries and eligible persons and the taxable payroll 
for selected yee are those developed by the Division of the Actuary 
of the Social Security Administration for the actuarial cost estimates 
for the present OASDI program (5). In order to minimize the num- 
ber of different estimates shown, the demographic and other assump- 
tions used in the year-by-year estimates are those appropriate to an 
intermediate-cost estimate for the present cash benefits. The variable 
assumptions relate to hospital utilization and costs. 
Hospital utilization 

Both the low and the high cost estimates use as their base the ex- 

—— reported in the BOASI beneficiary survey. Total days of 

ospital care including days up to 30, and up to 60, in a year were 
computed on the assumptions summarized below for separate sex and 
age groups (65-69, 70-74, and 75 and over). The rates for each group 
were then adjusted upward to allow for the days of hospital care re- 
ceived during the survey year by beneficiaries who had died prior 
to the time of enumeration, using age-sex specific death rates and 
estimated hospital utilization experience for decedents. Similar but 
somewhat less complex methods were used to derive the utilization 
rates for the younger beneficiary groups. 

Age-sex specific rates incorporate directly into the long-range cost 
estimates all the appropriate adjustments for the changing composi- 
tion of the beneficiary we gure in the future. That is to say, the 
estimates reflect both the gradual aging of that population and the 
increasing proportion of women beneficiaries that are to be expected. 

The major assumptions underlying the calculations of days of care 
per capita were as follows: For both low and high cost estimates the 
proportion of persons hospitalized and the days of hospital care per 
person per year reported for aged beneficiaries having health insur- 
ance were used for this portion of the eligible group. For the high 
cost estimate, it was assumed that if hospital benefits became entom s 
available, the persons hospitalized among the presently uninsured 

roportion of the aged would jump to the present rate for insured 
es ea e.g., from 8.8 to 14.2 per 100 per year. (See ch. IT, table 
3.) It was further assumed that the average days per hospitalized 
person per year for this presently uninsured portion would remain at 
the rate reported in the survey rather than falling to the rate for the 
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resently insured group (for all age-sex groups the rate was 25.7 days 
the 17.4 days. the insured before the cut- 
off after 30 or after 60 days). 

It can be expected that persons now uninsured, since they include 
many of the poorer health risks, would have somewhat longer stays 
than the present insured groups even after availability of benefits re- 
moves the cost barrier to early admission to a hospital, The combina- 
tion of the admission rate of the insured and the duration rate of the 
uninsured, however, appears to be a ‘generous assumption under pres- 
ent conditions of medical and hospital practice. 

For the low cost estimate, it was assumed that those presently un- 
insured would increase their utilization only up to the average expe- 
rience of the total aged beneficiary group, or 236 days per 100 before 
any cutoff. For the near future this is as rapid an increase in utiliza- 
tion as could reasonably be expected. In projecting this rate to the 
long-term future, the low estimate gives some weight to the probable 
success of current efforts to encourage progressive patient care, the 
reduction in hospital admissions that could result from development 
of a aa diagnostic facilities, and similar trends in medical prac- 
tice. The low cost estimate includes an adjustment of the hospital 
utilization rates for ages below 70 to reflect the fact that hospital 
utilization is substantially lower among employed than among retired 
aged persons (6). The low cost estimate also uses a lower average 
number of days of hospital care for decedents. 

Both sets of estimates include safety factors in addition to those 
inherent in the parmgtions already described. In neither estimate 
was any correction made to take account of stays in Veterans’ Admin- 
istration general hospitals (such days are included in the beneficia 
utilization rates, but might not be paid for by the OASDI ate nan, 
or for the fact that the existing beneficiary a ag from which 
the utilization rates were derived is more largely urban than the 
future beneficiary population and would thus tend to make more use 
of hospitals. Because the estimated average hospital stay assigned to 
decedents was rough,? no adjustment was made in the high cost esti- 
mate to take account of the 60-day cutoff in days covered, and the 
adjustment used for the 30-day benefit specifications excluded only 
days between the 30th and 60th, leaving the excess days over 60 as a 
safety factor in both cases. The high cost estimate also assigns to the 
group eligible but still at work the same utilization rate as that for the 
retired beneficiaries. In neither estimate is allowance made for the 
fact that the increase from the present to the assumed ultimate level of 
utilization would occur gradually, thus resulting in a lower level pre- 
mium cost than that calculated. 

The utilization rates for the younger beneficiary groups were based 
on data from the Census-PHS September 1956 survey, the National 
Health Survey and other sources. For young widows, the rate used 
in the 60-day benefit _ cost estimate, for example, was 1 per day 
per capita per annum; for children, 0.5 days. e September 1956 


2 Very little information on this specific rate is available. The estimates used were based 
rimarily on sex but not age specific data for persons aged 65 and over from a special surve 
n San Jose County, Calif. ee Siegel, Beth M., Belloc, Nedra B., and Hesse, Frank e 

~ Hospital Planning pissed,” Publie Health 
eports, vol. 72, No. 11, Nov er a Tom insu experiences such as th if 
Blue Cross or insurance companies include decedents. 
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survey showed a rate including maternity stays of 0.9 for persons 
14-64 and 1.2 for insured persons in these ages and a rate of 0.3 for 
persons under 14 (the total group and those insured)—in all cases 
without any cutoff for days above 60. For women 62-64, an assumed 
rate of 1.6 days was wield and for the disabled, a rate based on the 
high utilization rate for the aged (2.8 days with a 60-day benefit). 
he low and high cost (age-sex specific) utilization rates when ap- 
plied to the 1960 eligible aged population result in average utiliza- 
tion of 2.3-2.8 days per eligible person per year with hospital bene- 
fits up to 60 days ina year. (For eligibles aged 65 and over the com- 
arable rates are 2.4-3.) ese figures are higher than the pre- 
iminary estimates developed by the SSA last year, which showed 
utilization rates, with a 60-day cutoff, or 2-2.5 days per eligible person 
aged 62 and over in 1957 (7). At the time the earlier estimates were 
prepared, the data from the BOASI beneficiary survey—from which 
the rates used in this study are largely derived—were not available. 
Future experience with te of aged persons will de- 
= on many different kinds of factors, the more important of which 
ave been discussed earlier. Actual utilization rates in the long term 
future could well be either higher or lower than the 2.3-2.8 day range 
used in the estimates prepared by the Department. On balance, how- 
ever, that range would appear reasonable under foreseeable condi- 
tions. 


Cost per day of hospital care 

The estimated cost of a day of care was calculated in relation to 
poy, daily costs in general and special hospitals, starting with 
1956 data (the most recent year for which all the relevant figures 
are available) and projecting to 1960 the trend according to rates 
of increase that had been found for the past decade. In 1956, total 
expense in all non-Federal short-term general and special hospitals 
was $24.15 a day. When this figure is reduced by the estimated cost 
of outpatient departments and research included in the total, the re- 
sultant figure is about $22.50. 

For the aged, some further reduction is appropriate because their 
longer stays result in a lower per diem cost, that would presumably 
be reflected in some manner in payments to hospitals. Cais in non- 
Federal long-term general and special hospitals, which presumably 
could be used in the program, was $10.20 a day in 1956; no allowance, 
however, was made for such lower rate. The average reimbursable 
cost formula used by many Federal Government agencies was $20.50 
for 1956; it represents the average daily cost in 1,958 general hos- 
pitals. Taking into account these various figures, it was decided to 
use as a basis for the projections a cost of $21 a day for the aged and 
disabled, and $23 a ~ or younger widows and children as of 1956. 
The resulting figures for 1960 were $27 a day for the aged and $29 


a day for younger beneficiaries. 

For the long-term estimates a further adjustment in these figures 
was made to reflect the fact that the earnings level used in the most 
recent actuarial cost estimates is based on 1956 earnings. (See ap- 
pendix A.) 

In effect, the long-range cost estimates postulate that hospital per 
diem costs will continue to rise at a more rapid rate than general 
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wage levels until the early 1960’s but thereafter will increase at the 
same rate as wage levels and the expansion of the economy in gen- 
eral. In evaluating this assumption, it should be kept in mind that 
the per diem rates used do not include nearly as large an allowance 
as might be justified for the reduced costs of long stays in short-term 
hospitals, and do not include ip Sena we for the lower avera 
per diem costs that would result from an increase in appropriate fa- 
cilities for chronic care. These cost-reducing factors would have 
a more significant effect on the estimates relating to a 60-day bene- 
fit than those relating to a 30-day benefit. 

It could also be assumed that hospital costs will continue to rise 
more rapidly than general wage levels until say 1970, but with the 
difference in the two rates of increase becoming gradually less over 
the course of the decade. On this assumption, roaey year costs for 
1970 and after might be about 15-20 percent higher and the level- 
premium costs about 12-15 percent higher than those shown in table 2. 

It would also be reasonable, however, to assume with respect to 
cost estimates for the very long term future, that average per diem 
costs would decline relatively, due to changes in institutional patterns 
and other factors. If the combined effect of such changes and of po- 
tentially lower utilization rates than those used are considered, it 
would be reasonable to have another set of cost estimates showing 
level premium costs 12-15 percent lower than those shown. 


Early year hospital benefit costs 


The estimated costs of hospital service benefits for persons who will 
be eligible for OASDI in 1960 are shown in table 1. With a hospital 
benefit of up to 60 days a year, hospital benefit costs in 1960 would 
probably be about $900 million, or a little over 0.4 percent of taxable 
i; eng With a 30-day limit the cost would be somewhat under $800 
million and somewhat less than 0.4 percent of taxable payroll. The 
major part of the cost would be incurred for aged beneficiaries. If 
the benefit covered 90 days of hospital care in a year, the cost in 1960 
would be about $990 million. 

Estimates for a year in the immediate future can reasonably be 
made using a single set of assumptions. The 1960 estimates are based 
on the low-cost assumption as to days of hospital care described above. 
They thus allow for an immediate substantial increase in hospital 
utilization by persons now without hospital insurance—although not 
as large an increase as is postulated in the high-cost estimates for 
future pare when the program could have been in effect long enough 
for such further expansion to occur. The per diem costs used in the 


1960 estimate reflect the rising trend in hospital costs over the past 
decade projected to 1960. 
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TABLE 1.—Estimated costs in 1960-of hospital service benefits for persons eligible 
for OASDI* 
Benefit costs jprerna t of 
enefit costs | as C1) 
(millions) | taxable pay: 
roll 
Hospitalization up to— 
days in a year: 
$895. 4 0. 428 
Disabled workers and their dependents-_------ 33.6 . 016 
30 days in a year: 
To 771.3 368 
Aged 3.__... 713.1 340 
Disabled workers and their dependents. 28.4 .014 


1 Exclusive of administrative costs, see text. 

2 Taxable earnings limit of $4,800 per year. 

3 Includes women aged 62-64. 

4 Surviving children and their mothers and children of retired workers and their mothers. 


Long-range costs 


The estimated long-range future costs of hospital service benefits 
on low cost and high cost assumptions are shown in table 2. Costs 
as a percent of taxable payroll for selected years to the year 2050 and 
the calculated level-premium cost into perpetuity are indicated. Over 
90 percent of the total cost represents benefits for the aged group of 
eligibles. It would appear that, at least through 1970, hospital bene- 
fits of up to 60 days in a year might involve costs equal to about 0.5 
percent of taxable payroll. Thereafter, assuming no change in medi- 
cal practices or the other factors underlying these estimates, costs 
would become somewhat larger. The decline in costs as a percent of 
taxable payroll around the year 2000 occurs also in the estimated cost 
of the present system. It results from the fact that the aged popu- 
lation then will consist primarily of surviving persons from among 
the relatively low number of births during the 1930’s while the labor 
force will reflect the high birth rates of the 1940’s and later years. 
As a consequence, it is not until almost 2025 that the 60-day hospital 
benefit, on an intermediate cost basis, would involve expenditures of as 
much as 0.75 percent of taxable payroll on the assumptions used. 


i: 
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TABLE 2.—Hstimated long-range costs of hospital service benefits for persons 
eligible for OACDI, as a percent of taxvable payroll (low cost and high cost 
assumptions for hospital cost factors, intermediate cost assumptions for all 
other factors) * 


Hospitalization up to | Hospitalization up to 
60 days in a year 30 days in a year 
Calendar year 
Low cost | High cost | Low cost | High cost 
hospital hospital hospital hospital 
factors factors factors factors 


1 Exclusive of administrative costs, see text. Taxable earnings limit of $4,800 per year. See also table 
t 3 percent interest. 
3 If the hospital low cost factors are combined with other low cost factors and the hospital high cost with 
other me cost factors, the resulting level-premium costs for the 60-day benefit are 0.50 and 0.86, 
respectively. 


These estimates assume a continuation of the present maximum 
taxable earnings limit of $4,800 a year, or its equivalent. If the 
taxable base were raised so that a larger portion of total payrolls were 
taxed, the costs as a percent of taxable payroll would, of course, be 
lower than those shown. With a taxable wage base of $6,000, for ex- 
ample, costs as a percent of taxable payroll would be about 6 percent 
below the percent of payroll figures in table 2. 

As pointed out above, changes in medical knowledge and practice 
could result in somewhat different experience in the long-term future. 
These long-term projections serve to indicate, however, the general 
magnitude of the cost burden that the system would be assuming on 
the basis of present knowledge and practices. 


Administrative costs 


The estimates in tables 1 and 2 relate to benefit costs only. The 
added cost of administration might amount to 5 percent of the benefit 
costs, with some variation depending on how the arrangements with, 
and payments to, hospitals were handled. No new costs would be 
involved in collection of the contributions, and relatively minor costs 
in identification of eligibles. The administrative costs of the agents 
for the medicare | ag amounted to less than 2 percent of the medi- 


cal service expenditures in the first year of operation (8). 


Cost estimates for a cash indemnity hospital benefit 


In order to illustrate the possible cost of a cash indemnity hospital 
benefit, an estimate was made assuming an indemnity payment of $10 
a day for up to 30 days and for up to 60 days, plus the cost of hospital 
“extras” up to $100 and up to $150 a year. Although hospital utiliza- 
tion would probably be somewhat lower with this more limited pro- 
tection, the estimates are based on the same utilization rates used in the 
estimates for the 1960 cost of a service benefit. It was assumed that 
with a 30-day benefit and $100 allowance for hospital “extras” the re- 
imbursement for the extra services might amount to $90 on the average 
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in respect to each hospitalized aged or disabled person and $80 in 
respect to mothers or children. For the 60-day benefit and $150 al- 

lowance, the corresponding amounts for hospital “extras” used_were 

$135 for the aged and disabled, $100 for mothers and $80 for children 
9 


On these assumptions, the 1960 cost would be about $500 million for 
the 30-day—$100 cash indemnity benefit and about $640 million for 
the 60-day—$150 cash indemnity benefit. As a percent of taxable 
payroll, the costs would be 0.24 percent and 0.30 percent, respectively. 


NURSING HOME BENEFIT COSTS 


There is very little experience on which to base an estimate of the 
cost of a nursing home service benefit, whether such a benefit were 
limited to skilled nursing home care as a substitute for hospital care 
or applied broadly to nursing home care of all types. Furthermore 
the need for additional nursing home beds and the possible expansion 
that might occur if a method of paying for care were to become avail- 
able are so great that it is not possible to develop the same kind of 
credible long-range cost estimates as were given for the general hos- 

ital benefits. e general magnitude of the potential costs can, 
owever, be sug ted. 

Most nursing homes currently keep a minimum of records, and con- 
sequently no generally accepted accounting practices have yet de- 
veloped. A survey carried out jointly by the Public Health Service 
and the Commission on Chronic IIness in 13 States in 1953-54, pro- 
vides some information on nursing home charges. The alls 
monthly charge for private paying patients was $175 in proprietary 
homes and, in 10 of these States, the median charge in voluntary non- 
profit and public homes was $116 (70). Larger homes and homes with 
more trained nurses had higher charges. <A special study of the costs 
of “acceptable” care that was made in Florida in 1955 suggested a 
cost level of $156.50 a month for “care with adequate diet ond nursing 
care in nursing homes for the average patient”; the cost level sug- 
gested for “care for an acutely ill person” was $176.39 a month i). 

An estimate relating to a very limited skilled nursing home benefit 
might build upon the experience of the few Blue Cross plans having 
such a benefit. The available data suggest that a skilled nursing 
home benefit of say 90 or 120 days less any days in a hospital (up to 
30 or 60 days) might involve 8 or 9 days of such care bes 100 aged 
eligiblesin a year. Ifa rate of 10 days per 100 aged beneficiaries were 
used for the aged (and 20 days for the disabled), together with a 
daily cost of $10 (or about $300 a month), the 1960 cost of this benefit 
would be about $14 million or 0.007 percent of payroll. Since this 
kind of nursing home benefit would substitute nursing home care 
for much more expensive days of hospital care, the net cost of such a 
benefit would be negligible at the outset. It would become larger as 
the number of beds in skilled nursing homes increases. Just how 
much larger might depend in considerable part on the extent to which 
it was possible in practice to keep the benefit within the intended 
limits of short-term convalescent care. There is some question whether 
any such limitation could be effectively enforced. 
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If, on the other hand, a nursing home benefit covering long-term care 
in all types of nursing homes is proposed, the costs would be of a very 
different order of magnitude. The BOASI beneficiary survey data 
cited in chapter IT provide a basis for rough estimates for the aged. 

For every 100 aged beneficiaries there were 276 days of care in nurs- 
ing homes during the year. This included homes of all types. As- 
suming that all of the homes would qualify for payments from the 
OASDI system and therefore applying this rate to the 1960 eligible 
aged population, and allowing an average of $10 a day for the cost, 
the annual cost in 1960 would be about $363 million. 

If a nursing home benefit of this kind were available, some persons 
now in mental hospitals and chronic care facilities, and some now cared 
for at home, might well enter oe homes. (And some existing 
mental and other hospitals might develop associated nursing home fa- 
cilities.) Any large shift would require an expansion in nursing 
home facilities and might therefore take some time. The shortage of 
nurses imposes a major limitation on rapid expansion of skilled nurs- 
ing homes and of high quality homes of all types. 

or the near future an outside limit on utilization and costs might 
rest on the following assumptions. The aged beneficiary group spent 
448 days per 100 per year in all long-term facilities—mental, tuber- 
culosis, and chronic care hospitals and nursing homes. This rate is 
higher than could be reached in the near future for nursing home care 
olay: If nevertheless this rate is assumed, the annual cost of a nursing 
home benefit for the 1960 eligible aged group would be $590 million 
assuming an average daily cost of $10 and $885 million if the daily cost 
were as high as $15. 

A very broad nursing home benefit might thus cost from about half 
as much as a general hospital benefit of 30 days in a year to as much 
as a 60-day general hospital benefit. It should be noted that a nurs- 
ing home benefit of this kind could well result in some decrease in the 
estimated cost of hospitalization benefits particularly if a 60 or 90 day 
benefit were contemplated. 

Another kind of offset against the nursing home benefit might also 
be considered. If the insurance system were to pay for long-con- 
tinuing institutional care, it would be reasonable to reduce the cash 
benefit payable to the individual receiving such care, leaving him with 
some minimal amount for personal needs not taken care of by the in- 
stitution. In the case of a married person the reduction should take 
into account the fact that a wife’s benefit is only half the worker’s 
benefit and that the couple’s normal living arrangements are built 
upon their combined benefits. Any reduction in the total cash bene- 
fits of a beneficiary couple, one of whom was receiving long-term in- 
stitutional care paid for by the insurance de hae might therefore be 
such as to leave not only the personal needs allowance but the full 
amount of the retired worker’s benefit for the spouse at home. If per- 
sons receiving nursing home benefits had their cash benefits reduced 
to $25 a month, for example, with the special adjustment suggested in 
the case of married couples, the cost offset might be in the neighbor- 
hood of $40 million against the lower figure ($363°million) cited above 
and $65 million against the higher figures ($590 and $885 million). 
A similar reduction would, of course, not be appropriate in the case 
of a short-term general hospital or nursing home benefit. 
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OTHER COST ESTIMATES 


In considering the cost estimates prepared by the Social Security 
Administration, it may be helpful to see how they compare with esti- 
mates from two other sources. One set, prepared by the Health In- 
surance Association of America and presented in testimony before the 
House Ways and Means Committee in 1958, relates specifically to the 
cost of a program for OASDI beneficiaries sie. R 

The other estimates were prepared by the New York State Insura- 
ance Department (73) to ah sr insurance underwriters and health 
service plans in that State with a sound actuarial basis for writin 
health insurance policies, particularly policies covering persons age 
65 and over. The Insurance Department also used the figures in esti- 
mating the potential cost of a broad extension of hospital (and sur- 
ee insurance to the entire population of the State. ile the New 

ork study did not, of course, include cost estimates relating to a 
program for OASDI beneficiaries, the utilization rates derived in that 
study are pertinent to a consideration of both the SSA and the HIAA 
cost estimates. 

In 1957, the New York State Insurance Department undertook a 
comprehensive study of the coverage and characteristics of voluntary 
health insurance in the State. In the course of this study, the de- 
partment obtained information with regard to hospital utilization, 
classified by age and sex, from a number of companies selling health 
and accident insurance, two Blue Cross plans and one Blue Shield 
plan, and the Health Insurance Plan of Greater New York. The in- 
surance companies submitted information for their total U.S. busi- 
ness. Only a few of these companies or plans, however, had usable 
experience data for the group aged 65 and over. The hospital data “in- 
clude care for all sickness and injury, including such long-term dis- 
abilities as tuberculosis and mental or nervous disorders whether in a 
general or special hospital.” (13). 

An actuarial committee was then set up by the New York State In- 
surance Department to develop utilization and cost estimates. In 
constructing its hospital utilization table, the actuarial committee 
studied not only the rather limited amount of experience data for the 
aged furnished the department as a result of its special inquiry 
but also related published data. The appendix of the report issue 
by the department includes, for instance, tabular data from the Census- 
PHS 1956 survey ; the AMA 1953 one-day hospital census; the Census- 
SSA 1951 survey; the California 1954-55 health survey; and the An- 
nual Report of the Saskatchewan Hospital Service Plan for 1956. Ex- 
pacers data from most of these surveys are presented in chapter 

above. 

The hospital utilization tables that were prepared in the New York 
study thus represent the best judgment of a group of actuaries as to 
rates that are appropriate and safe for use by private insurance car- 
riers and health service plans. The rates are presented by single 
years of age from 18 to 99. When weighted to reflect the estimated 
1960 age-sex composition of the OASDI eligible aged population 
(women 62+, men 65+), the average overall rates are 2.3 days per 
person er year with a 31-day benefit and 3.3 days per person per 
year with a 120-day benefit. For eligibles aged 65 over, the rates 
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are 2.4 and 3.4 days, respectively. These utilization rates are identical 
with the higher of the two rates developed by the SSA for the 30-day 
benefit and consistent with the SSA estimate for a 60-day benefit. 

In calculating the annual cost of hospital care for the New York 

pulation, the study used an average cost of $30 a day including the 
hospital charges for ancillary services as well as basic room rates. 
The same amount is used for all age groups. A reimbursable cost figure 
would take some account of the probably lower “tm daily costs for 
the aged resulting from their longer stays. In 1956, hospital daily 
room rates for semiprivate rooms in New York were about 25 percent 
higher than the average for the United States as a whole. After 
advustin to take into account these various factors, application of 
New York study data to the OASDI beneficiary group would result in 
overall cost estimates of about the same magnitude as those prepared 
by the SSA and presented above. 

The HIAA estimates of last year, on the other hand, are significantly 
higher than the SSA estimates. The hospital utilization rates used 
by the HIAA were based on the estimates prepared by the actuarial 
committee of the New York State Insurance Department study, with 
very slight modifications for some ages, but with the utilization rates 
adjusted to apply to a 60-day benefit. When applied to the 1960 
OASDI eligibles, the aggregate rate derived from the basic utiliza- 
tion figures presented by the HIAA is 2.9 days per person per year for 
the total group (women 62+ and men 65+) and 3.0 days for eligibles 
aged 65 and over. These rates were, however, increased by 25 percent 
for the HIAA initial-year cost estimates and by an additional 36 per- 
cent for 1979 and thereafter, resulting in rates of 3.6 and 4.9 days 
for the initial and long-term estimates. 

The HIAA justifies this upward adjustment of the basic estimates 
on the ground that a Government-run program will result in a higher 
utilization rate than private insurance and cites particularly the ex- 
peranes under the Saskatchewan Hospital Service program. Data 

or the Saskatchewan plan were presented in chapter II, and a number 
of reasons were given for questioning the applicability of this exper- 
ience to a program providing general hospital benefits for up to 60 
days in a year for OASDI beneficaries. 
en cost estimates are based on the experience of a group includ- 
ing persons without health insurance, some upward aieatment in 
computed rates is appropriate to take account of the higher utilization 
found for crrays having health insurance. It may be noted, however. 
that the 2.9 day rate on which the HIAA estimates are based is itself 
a derived, judgmental estimate of the utilization to be expected for 
a population all of whom have insurance under service benefit as well 
as cash indemnity benefit plans. 

In calculating annual costs, the HIAA used a figure of $27 as the 

r diem charge in 1959. This is not significantly different than the 
etna used by the SSA for 1960 ($27 a day for the aged and $29 a 
day for younger beneficiaries). The HIAA assumes that the cost of 
administration of a program for OASDI beneficiaries would be 10 
percent of benefit disbursements rather than the 5 percent used by 
the SSA as the additional administrative cost. 

Combining these various factors, the HIAA estimated that the cost 
of a 60-day hospital benefit for aged, and mother and child eligibles 
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in 1959 would be $1,370.3 million or 0.67 percent of taxable payrolls 
(table 3). The SSA estimate of the 1960 benefit cost for these two 

oups—$861.8 million—increased by 5 percent for the cost of admin- 
istration, is $904.9, or 0.43 percent of taxable payroll. 

For the long-term future, the HIAA estimates, as was pointed out 
above, assume a further 36 percent increase in utilization rates by 
1979. They also assume that, by 1979, daily hospital costs will rise 
about 20 percent more than any increase in general wage levels over 
the period. As indicated earlier, some further increase in hospital 
wages and other costs, relative to general wage and price levels, may 
occur in the next decade or two, although the catching-up process 
would appear to be largely past. It is possible also that new techniques 
or new drugs may push up real costs per day of care. Past experience 
would suggest, however, that if this occurs, there will be an accom- 
panying drop—not an increase—in average length of stay and hence 
of days per capita. The HIAA long-term utilization rate, on the 
other hand, would imply either a very sharp increase in rates of 
admission to hospitals or a marked reversal of the trend toward 
shorter duration stays, or both. 

The 1979 utilization and cost figures developed by the HIAA when 
used in combination with the intermediate long-range cost estimates 
of the Division of the a of the SSA, assuming a 2.6 percent 
interest rate and a $4,200 taxable wage limit (the applicable amount 
in 1958), resulted in an estimated level-premium cost for a 60-day 
hospital benefit for aged and young survivor eligible groups of 1.655 
percent of taxable payroll. If adjusted to the present $4,800 taxable 
payroll base and a 3-percent interest rate, the level-premium cost 
would be 1.50 percent of ers The comparable SSA estimate 
(for aged and mothers and children, intermediate hospital cost fac- 
tors, 5 percent administrative costs) is 0.66 percent of taxable payroll. 


TABLE 3.—Health Insurance Association of America estimates of costs of hospital 
benefits for OASDI eligibles (aged and mothers and children) 


Aged and Mothers 
HIAA estimated costs mothers and Aged and 
children children 
1959 costs: 
Percent of taxable payroll !_ 67 65 
Level premium costs as percent of taxable payroll: 
1.655 1. 620 035 


1 Computed by SSA. 
2 Using a $4,200 taxable payroll base and 2.6 percent interest. 
3 Using a $4,800 taxable base payroll and 3 percent interest, computed by SSA, see text. 


Source: HIAA estimates from Hearings on Social Security Legislation Before Committee on Ways and 
Means, 85th Cong., 2d sess., June 1958, pp. 612-630. 

The HIAA also presented estimates of the cost. of a limited, skilled 
nursing home benefit. The estimates are given as relating to a benefit 
of 120 days of care a less the days of care spent in a general 
hospital (up to 60) before transfer to a skilled nursing home. The 


* The level-premium cost estimate presented by the HIAA was developed, on its request, 
by the Division of the Actuary of the SSA, using hospital cost factors specified by the 
HIAA. The Actuary took no responsibility f 


or the reasonableness of these factors. 
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method of estimate and the resulting figures, however, are those 
appropriate to a general nursing home benefit not tied to a hospital 


stay. 

The HIAA estimate of the 1959 cost of a nursing home benefit 
starts with the total number of skilled nursing home beds now in 
existence, computes the percent occupied by aged persons and the 
percent of aged persons who are OASDI eligibles and allows for 100 
percent cin, nse of that proportion of beds by persons entitled to 
the nursing home benefit, or in other words persons who have not 
used up the 120 days of benefit. The HIAA points out that its esti- 
mate allows for only 114 percent of the aged eligibles to be occupying 
nursing home beds at any one time. This would be true, however, 
only if most beneficiaries stayed no more than 120 days. The HIAA 
estimate of the 1959 cost of a nursing home benefit was $513.9 million. 

For the future, the HIAA postulated that most unskilled nursing 
home beds would be converted to skilled beds and that new facilities 
would be developed. It was assumed, therefore, that the cost of a 
nursing home benefit would triple in 10 years. The HIAA points 
out that this projection implies that less than 5 percent of the aged 
OASDI beneficiaries will be in skilled nursing homes at any one time. 
If applied to a benefit of 120-day duration, this estimate means that 
at least 15 percent—and if many beneficiaries stay more than 120 days, 
a considerably larger percent—of all aged beneficiaries would be in a 
nursing home at some time during the year. 

Even if there were no limit on the duration of the nursing home 
benefit a fivefold increase in the proportion of beneficiaries in nursing 
homes would imply a significant decrease in hospital utilization by 
aged persons, a marked movement of — persons out of their own 
homes and into institutions, or both. the former were the major 
factor the HIAA estimate of the an, darcy cost of a nursing home 
benefit would appear inconsistent with the assumptions underlying 
its estimate of the long-term cost of a hospital benefit. 

The computed level-premium cost of a nursing home benefit as pre- 
sented by the HIAA was 1.16 percent of taxable payroll. This is 
lower than the lowest of the SSA estimates of the cost of a general 
nursing home benefit in 1960 expressed as a percent of taxable pay- 
roll (1.7 percent). The HIAA used a daily cost of $7, while the SSA 
assumed an average cost of $10 a dey as the probable immediate rate 
and $15 for an outside estimate. e SSA estimate of the cost of a 
limited skilled nursing home benefit (payable only to persons dis- 
charged to the nursing home from a hospital) is very much lower 
(0.007 percent of taxable payroll in 1960). 
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CHAPTER V1 


METHODS OF PROVIDING HOSPITAL BENEFITS OTHER 
THAN THROUGH USE OF THE OASDI MECHANISM 


The alternative methods of assuring OASDI beneficiaries protec- 
tion against the costs of hospital and nursing home care that are ex- 
plo in this chapter are: (1) stimulation of voluntary health 
insurance through pooling, reinsurance, regulation, or checkoff of 
premiums for OASDI beneficiaries; (2) Federal subsidies to private 
carriers to cover above-average risks or to supplement premiums from 
persons of low income; and (3) Federal grants to the States for 
medical care for the indigent and medically indigent. Summaries of 
legislative proposals along these lines that have been introduced in 
earlier congressional sessions are included in appendix B. 

The alternatives considered in this chapter are based primarily on 
previous legislative proposals. There are, however, other possibili- 
ties for Federal action. However, time has not permitted any of them 
to be developed and evaluated in adequate detail for this report. For 
example, it would theoretically be possible to develop a program of 
hospitalization insurance for the aged along the lines of a Federal 
tax-offset for State insurance programs. There is, also, the possibility 
of developing a program that would be limited to coverage of the 
catastrophic costs of sickness among the aged, either under the 
OASDI mechanism or through Federal-State matching grants. 

The alternatives considered in this chapter would not apply specifi- 
cally to the beneficiary group except for the proposal of stimulation 
through a checkoff against benefits. In the other proposals, OASDI 
beneficiaries would receive protection, not as beneficiaries, but as 
members of the aged population, as persons with low incomes, or as 
part of the total population. 

An earlier chapter indicated that some persons now receive hos- 
pitalization and medical services without charge in publicly admin- 
istered hospitals and institutions. It has been assumed for purposes 
of this report that whatever expansion in public medical facilities and 
services may occur in the future, a system of public hospitals need 
not be seriously considered as the primary method of assuring hospital 
and nursing home care for OASDI beneficiaries. Hence, no attempt 
has been made to estimate the cost or to analyze the administrative 
implications of such a method. 


STIMULATION OF VoLUNTARY INSURANCE 


As noted earlier, the proportion of the population aged 65 and over 
reported as having some insurance against the costs of hospital care 
increased from 26 percent to 36 percent between March 1952 and 
September 1956 and by 1958 to about 40 percent. In terms of num- 
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bers of persons, about 3.5 million persons aged 65 and over had some 
form of hospital insurance in 1952 and 9.2 million did not. Today 
with a larger total aged population, there are probably somewhat 
more than 6 million aged persons with hospital insurance and about 
9 million without. Unfortunately, there is no source of information 
on the number of permanently disabled persons who have hospital or 
other types of medical insurance, and information for young widows 
and their children is limited to those included in the beneficiary sur- 
vey (56 percent of these widows had health insurance). 

The experimentation with new methods of covering the te os 
under voluntary insurance that has been described in chapter IV 
should result in further increases in hospital insurance covera, 
among persons already past 65. It is difficult to predict how rapid 
an expansion is likely to occur with no Government action or with 
governmental encouragement short of subsidy. If the same average 
yearly increment in the proportion covered that occurred between 
1952 and 1957 were maintained, private hospital insurance would 
reach about 56 percent of the aged population in 1965 and 68 percent 
in 1970. If the increase in health insurance coverage of OASDI 
beneficiaries as reported in 1951 and 1957 were maintained, about 70 
percent of the beneficiary group would have such coverage in 1965. 

These projections take no account of the drop in the proportion 
of the total population covered by health insurance that occurred 
between 1957 and 1958 and that may have been paralleled in the 
experience of the aged. As the proportion of any population 
that is covered rises, further increases become relatively more difficult 
to achieve, since more of the employed groups, those with higher 
incomes, and the favorable risks come in first. In the case of the 
beneficiaries, the increasing proportion of farmers and other self- 
employed persons—who would have had less opportunity to get cov- 
erage prior to retirement—will tend to slow down increases in 
coverage. 

Expanded protection would require an improvement in the bene- 
fits available as well as in the number of persons covered. All such 
changes involve problems of costs of the insurance and of how the 
premium structure can distribute the additional costs for the aged. 

A number of proposals have been made in the past as to ways in 
which Government might encourage and stimulate such developments 
without direct subsidy. 


Pooling 


One method of encouraging and assisting experimentation with 
coverage of the aged would be to create a mechanism for two or more 
carriers to pool their accumulated experience, specialized personnel 
and other resources to experiment with improved methods of coverage. 
Existing antitrust laws constitute an obstacle to such joint action on 
the part of private carriers otherwise in competition with each other. 
Legislation find been proposed in the past to permit agreements among 


rivate carriers to take collective action under specified conditions. 

uch voluntary pools could facilitate the development and testing 
of new and broadened types of insurance for the aged. They would 
not, however, meet the problem of the financial barriers to purchase 
of insurance by the aged. 
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Reinsurance 

A Federal program to reinsure health insurance carriers against 
abnormal losses has also been proposed as a method of strengthening 
and improving voluntary health insurance. Some of these proposals 
have been designed to emphasize experimentation with coverage for 
the aged. All proposals of this type have contemplated that the 
Government would make an initial seus to get such a fund under- 
way, that the cost of the reinsurance would be paid by the participat- 
ing carriers, and that the fund would ultimately be self-supporting. 
Participation would be entirely voluntary on the part of individual 
carriers. 

As in the case of pooling arrangements, reinsurance per se would 
not improve the ability of low income persons to purchase health 
insurance. Rather, it would help protect carriers against losses 
incurred through experimentation with new and improved types of 
coverage. 


Regulation 

There has been considerable interest in a number of States in the 
possibility of bringing about improvements in voluntary health insur- 
ance through samiaieen of the form that policies may take (J). Re- 
quirements that policies be noncancelable, except for nonpayment of 
premiums, have been considered in a number of States, and similar 
requirements with respect to insurance sold interstate have been in- 
cluded in bills introduced in Con . There has also been some 
interest in legislation requiring that insurance carriers accept im- 
posed risks and all persons regardless of age. None of the proposals 

eals with the problems of the effect of such requirements on the size 
of the premiums or on the marketability of the policies. 
_ Regulation of insurance has been established as a State function. 

In view of the problems of interstate competition and other difficul- 
ties, it seems unlikely that there will be very rapid action along these 
lines in many States. 


Voluntary checkoff of premiums 

Another type of proposal would have the Government operate a 
check-off system, similar to a B pede: deduction, on a voluntary basis 
for persons receiving OASDI cash benefits. Beneficiaries could au- 
thorize the SSA to deduct from their monthly checks the amount of 
the premium for a Poe — insurance policy. A single policy 
might be developed that would be designed to meet the needs of the 
majority of beneficiaries, or there could be several different policies 
from among which beneficiaries could choose. In either case, since 

yg roy would be voluntary and the entire cost would be borne 

y the beneficiary group, there is no reason for thinking that the pre- 
miums could be much lower than those now charged by group fh se 
i the aged. 

To illustrate the difficulties that would face such a plan, it may be 
noted that one of the newest group policies available to aged persons 
provides benefits of $10 a day for up to 31 days of hospital care per 
illness, 50 percent of hospital extras for a maximum payment of $125 
(50 percent of $250), and surgical care with a $200 maximum fee 
schedule, for an annual premium of $72. The benefits under the policy 
would on the average cover less than a fourth, probably less then a 
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fifth, of the total medical costs an aged person might expect to incur. 
The premium, however, would represent more than 7 percent of a 
$1,000 a year income, and the premium for a couple more than 7 per- 
cent of a $2,000 a year income. In 1957 almost half of the nonmarried 
beneficiaries had incomes of less than $1,000, and more than two-fifths 
of the couples had less than $2,000. 

Subsidy of premium payments 

A variant of the premium checkoff proposal would have the Govern- 
ment subsidize the cost of health insurance bought by OASDI bene- 
ficiaries through a matching payment for amounts deducted from the 
monthly benefit, thus reducing the premium charge carried directly b 
the beneficiary. If the purchase of insurance was voluntary, suc. 
matching payments would presumably come from general revenues. 
Unless the subsidy represented a substantial portion of the premium, 
it is probable that not many more beneficiaries would participate in 
the plan than in a voluntary checkoff without subsidy. 

A compulsory checkoff, which has also been suggested, would raise 
serious questions as to the adequacy of the reduced cash benefit and the 
justification for such a policy. compulsory checkoff accompanied 

y an equivalent increase in benefit amounts—in other words, a 100 
percent subsidy of the premium charge—would hardly seem feasible 
unless a single type of policy were prescribed. If the benefit specifi- 
cations were legislatively determined, the plan would forego all the 
advantages of flexibility and individual choice that are among the 
major arguments for private insurance. The arrangement would 
become somewhat similar to one of the alternatives discussed in chap- 
ter V—purchase of hospital insurance from private insurance com- 
panies by the OASDI trust fund—although with perhaps less public 
control over the costs of the program. 


Costs 


The proposals relating to pooling, reinsurance, or regulation would 
involve no significant cost to the Government. A voluntary checkoff 
plan would involve relatively small but not insignificant administra- 
tive costs for the OASDI system. A subsidy of all or part of the pre- 
miums could involve costs ranging from relatively small amounts up 
to amounts equal to or more than those estimated for hospital benefits 
— through the OASDI mechanism (i.¢., upwards of $900 mil- 
ion in an early year). 


Supsipies To Private CARRIERS 


The difficulties of providing hospitalization and health insurance 
coverage for the stem primarily from the fact that they require 
above-average amounts of care os in general have below-average 
incomes. Any large expansion of protection for the aged thus seems 
unlikely without some way of covering the costs by spreading them 
over pe Mi segments of the population and throughout the lifetime of 
the individual. Voluntary insurance has succeeded in doing this to a 
limited extent through community-rated premiums and inclusion of 
the retired aged in employed groups. There is a question, however, 
of how far voluntary effort ind private industry can go in developing 


the kind of distribution of costs that would be needed to assure ade- 
quate protection to all or the great majority of the aged. 
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One proposal that has been made in the past is that the Government 
should provide subsidies to private insurance carriers to absorb the 
excess cost of above-average risks and also to pay part of the premium 
for persons with low income. Under this arrangement, voluntary 
insurance would continue to offer policies with varying benefit and 
premium provisions, with a Government subsidy coming into play 
when the policy covered aged persons, disabled persons or other above- 
average risks and when it was bought by families with incomes below 
specified amounts. 

The major bills that have embodied this type of plan have called for 
Federal grants to the States, with State administration and with the 
actual scope of the plan varying locally. Of the various proposals of 
this type, the Flanders-Ives bill was developed in the most detail and 
is used here for illustrative purposes. (See also appendix B.) 

Under this approach subscribers to nonprofit plans would pay 
— scaled to their incomes, with Federal-State money making up 
the difference between these charges and the particular Saye “reason- 
able cost” of providing the services to its beneficiaries. In order to de- 
termine the actual percentage of income that the subscribers would pa 
for any specific policy, the legislative proposal set forth a “yard- 
stick.” This yardstick was in the form of a rather complete package 
of personal health services for which the subscriber would pay 3 per- 
cent of his adjusted gross income up to $5,000. Beyond this income 
level, the subsidy did not apply. 

The yardstick pricing was recognized as pragmatic, with the par- 
ticular percentage chosen for the purpose of not being too high— 
Bom ae would not subscribe”—or too low—“the voluntary character 
of the program would be vitiated.” The benefits which a particular 
plan guaranteed to provide, through a contract between the plan and 
the regional health authority, were to be compared with this yard- 
stick in order to set the actual percentage of income that the sub- 
scriber would pay. The reasonable cost of this particular package 
was then to be determined on the basis of established cost norms in 
order to arrive at the amount of the public subsidy. 

In relation to the yardstick proposed by the bill, it was roughly es- 
timated that the proportion of the cost that would be met by Federal- 
State funds would be 25-35 percent of the total. This ratio does not 
serve, however, as a basis for estimating the proportion of subsidiza- 
tion that might be required under a proposal covering only the aged 
or limited to beneficiaries of OASDI, and relating only to hospitaliza- 
tion insurance. 

Whatever the benefit provisions contemplated under such an ap- 
proach, it would be necessary to establish some kind of cost-norm or 
basic premium structure that would apply to all participating plans. 
And even though the proposal for Federal or Federal-State subsidiza- 
tion were limited to high-risk or low-income groups, such norms 
would need to apply to all policies in order to assure that there would 
not be a loading A ane on subsidized policies. 


When such requirements are recognized and spelled out in detail, 
it becomes apparent that the degree of regulation of voluntary health 
insurance that would be involved would probably be unacceptable and 
that such a program would be complicated and costly to administer. 
Subsidy of private insurance without reasonable requirements as to 
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benefit and cost norms, on the other hand, would open the door to in- 

equitable variations in the extent of the protection and the subsidy ac- 

tually provided to aged persons or other low-income groups and it 

re cow argely remove all public control on the expenditure of public 
unds. 


Costs 


The cost of a subsidy to private carriers can be estimated only very 
roughly and only in relation to specific proposals. Some idea of the 
general magnitudes involved may be suggested, however. Several 
illustrations were given in chapter IV of the types of hospital insur- 
ance benefit now sold to aged persons. Since one of the purposes of a 
subsidy is to avoid putting the excess costs for the aged on the premium 
paid by younger groups in the population one may assume that the 

If it is assumed that the subsidy would apply only to the excess 
costs of the aged, the magnitude of the subsidy might be roughly 
estimated in the following way. The median premium rate for a 
single person under group contracts under Blue Cross plans as 
reasonably natty ital service benefits was in the neighborh 
of $30 a year in 1958, This premium presumably reflects at least part 
of the additional costs of any above-average risks that are included. 

To cut this premium rate of $30 down to the amount it would be if 
the group did not include retired aged persons, it might be assumed 
that 5 percent of the members were retired persons over 65 and that 
they were using about two and one-half times the amount of care of 
the younger group. The premiums for those in the under-age-65 group 
would then be about $28 a year and that for those in the over 65 group 
about $70 a year. 

Since expansion of insurance coverage would probably bring in 
groups with higher utilization rates, the premium appropriate to the 
larger aged group might be somewhat higher than the figure based 
on the proportion of aged persons in present Blue Cross coverage. If 
one assumed a premium of $72 a year the amount to be covered b 
the subsidy for those aged who purchased insurance would be $44. 
Since the objective of the subsidy is to encourage the extension of 
private insurance to aged persons, any cost estimate should assume 
that a fairly high proportion of the aged would participate. If the 
proportion were as high as three-fourths of all persons 65 and over, 
the program might thus involve annual expenditures of about $520 
million in 1960 and more in the years to come when larger numbers 
are in this age group. If only half the population 65 and over par- 
ticipated, the subsidy would amount to about $350 million annually. 

If the subsidy did not also cover part of the regular premium many 
aged persons might not be able to buy the insurance. To effectivel 
remove this cost barrier, it would be possible to follow the pumas 
taken in the Flanders-Ives bills of determining a reasonable propor- 
tion of income that a person could pay for a standard package of 
hospital benefits, with the subsidy applying to costs above this pro- 
portion. 

To illustrate the possible costs of a subsidy to help aged persons with 
low incomes meet premium charges, it might be assumed that aged 
persons with annual incomes of less than $2,000 (other than those 
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who are iengeriy A dependent on public assistance) could afford to 
pay 2 percent of their incomes for reasonably aonaeate hospital bene- 
fits. (On the average, low income families spend 6 to 7 percent of 
their incomes for all medical care.) 

In 1957, about 80 percent of persons aged 65 and over reported total 
money income of less than $2,000. The 2 percent of income that the 
entire group might pay for hospital insurance could be estimated to 
amount to $20 per person per year. In relation to the hypothetical 

remium cost of $72 suggested above, this would mean a subsidy of 
52 per aged person who obtained insurance. 

The subsidy in 1960 would amount to at least $520 million if such 
insurance were purchased by virtually all of the 10 million aged esti- 
mated to have incomes under $2,000 and not primarily dependent on 
old-age assistance. If three-fourths of those to whom the subsidy 
was available insured themselves, the total cost to the Government 
would be about $390 million. 

Other variations could be assumed—for example, the subsidization 
of costs above a specified percentage of income for persons with in- 
comes below $2,000 (or some lower amount) coupled with subsidiza- 
tion of only the “excess cost” for aged persons with higher incomes— 
an the range of possible costs to the ovement would vary accord- 
ingly. 
if the program were handled on a Federal-State basis, with the 
States expected to pick up a substantial share of the subsidy, total 
Government costs could be expected to be less than indicated in these 
examples since the requirement of State financing would presumably 
be accompanied by some flexibility as to the level of the sabelay. 


Freperat AssisTANCE TO THE INDIGENT 


Tax revenues of Federal, State, and local governments are now used 
to pay all or part of the cost of hospital and other medical care for 
needy persons. (See ch. IV.) Such direct support might be in- 
creased, both through an expansion of the avdicel services provided 
under public assistance and through an extension of aid under a special 
program for the medically indigent with a somewhat more liberal test 
of need. A special program for the medically indigent would pre- 
sumably operate through Federal matching grants to the States, and 
might be sdieiniatetel through either the State public welfare or 
health departments. 

Under the present public assistance programs, the Federal Govern- 
ment will match State and local expenditure for medical care for 
persons who are receiving help towards the payment of medical costs 
a The latter are persons whose income from other sources is 
sufficient to provide them with the food, shelter, and clothing included 
in the assistance standards, but who do not have money to meet neces- 
sary medical bills. 

ere is a large and indeterminate number of persons with income 
and resources somewhat above the existing levels of assistance stand- 
ards who nevertheless have great difficulty in paying for medical care. 
To them a hospital stay or prolonged illness outside the hospital can 
mean the exhaustion of savings, heavy burdens on younger members 
of the family, and eventually the necessity of turning to public assist- 
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ance for the basic means of subsistence. Many of them have no real 

opportunity to purchase hospital or medical care insurance. For 

others, the premiums they would have to pay are beyond their means, 
articularly in view of the medical services that would not be covered 
y any insurance they can buy. 

Various definitions of the medically indigent are possible and the 
definition chosen would in turn govern the cost of a specific proposal. 
Legislative proposals for the medically indigent which were intro- 
duced in the period 1946-49 were geared to families with relatively 
low incomes. For example, the Taft proposal of 1949 was thought 
of as one which might reach 20 percent—or possibly 25 percent—of 
all families. The Patt proposals were based on the premise that a 
large part of the medical bill for the needy was already being met 
through such devices as care in county hospitals, as well as free care 
by private physicians. The $300 million annually which was to be 
spent in Federal funds (and matched in State funds) was not to re- 
place existing efforts, and the bill specifically provided that total con- 
tributions from the State and from local governments could not be 
less than their expenditures for medical services to the covered group 
prior to the initiation of the program. (See appendix B.) 

No major proposal for a Federal-State program for the medically 
indigent has been put forward since 1949. This may be due, at least 
in part, to the fact that the 1950 Amendments to the Social Security 
Act provided for Federal sharing in the direct payments made by 
States to doctors, hospitals, or other persons furnishing medical care 
to assistance recipients in the four federally aided categories. In the 
subsequent period, there have been significant advances in State pro- 

ams for medical care for public assistance recipients. 

If all States had assistance standards as adequate as those now used 
in some States, a part of the problem of the medically indigent would 
be met. Under present programs, however, this would require not 
only additional State and local funds for medical care but substan- 
tially increased funds for cash assistance—a result of more liberal 
eligibility standards that would include persons who do not meet the 
more stringent tests of need. For this reason, it is not realistic to 
think of meeting the medical needs of all medically indigent persons— 
or of aged persons—through the existing public assistance programs. 

A new program of assistance, specifical y for medical expenses and 
with its own test of need, could take one of several alternative forms. 
A decision would have to be made as to whether the program would 
apply only to persons aged 65 and over or to medically indigent per- 
sons in all age groups. 

A second issue would relate to the types of medical services to be 
paid for. If the Government were to provide funds to pay for medi- 
cal services for individuals and families meeting some test of need, 
should this assistance extend only to the costs of hospital care? When 
a needs test is involved there are substantial reasons for covering all 
types of care. The test of need could well vary with the size of the 
medical costs involved. In other words, assistance could be extended 
to families of considerably higher income levels when large and con- 
a medical needs existed than when the family’s medical costs 
were lower. 
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A basic question with regard to such a pro would be whether 
there should be uniform nationwide standards as to the test of need 
and the medical services to be paid for. Even though the program 
were a Federal-State program, the offer of Federal financial assist- 
ance could relate to a specified list of services to be paid for and could 
specify the needs test to be used in eee ys eligibility for assist- 
ance. With Federal standards of this kind, the Federal aid might 
take the form of a grant sufficient to cover a high proportion of the 
cost of a minimum program, with the States required to provide the 
remainder and free to provide as much more as they wanton to achieve 
a more adequate program. 

Alternatively, the special medical assistance program could be de- 
veloped on the same principles as the existing Federal-State public 
assistance programs, with each State establishing its own test of need 
and determining the types of services for which it would pay. 

A program with uniform nationwide standards as to coverage and 
need might specify also the standards to be met by hospitals and 
nursing homes and the basis for payments to them (e.g., full cost). If 
standards of need were left to the individual States, it is probable that 
they would also be responsible for standards as to relationships with 
hospitals or other providers of service. : 


Costs 

The possible costs of a poeareny of public assistance specifically 
for medical expense cannot be gaged except in relation to the broadest 
of assumptions as to standards used in determining medical indigency. 
Of all people 65 and over, three-fifths had no money income or less 
than $1,000 in 1957 and another fifth had between $1,000 and $2,000. 

It is conceivable that three out of every four aged persons could prove 
need in relation to hospital costs (or at least those costs which exceeded 
any protection they might have through private health insurance). 
Thus, expenditures for hospital care for the aged under a program 
of medical assistance assuring uniform nationwide protection might 
be of the same order of a as the costs of providing hospital 
insurance for aged OASDI beneficiaries—roughly $750 million in 
1960 for persons aged 65 and over. 

On the other hand, if a program of assistance for the medically 
indigent were developed on the same principles as the existing public 
assistance programs, with the definition of need left to the individual 
States, there would undoubtedly be considerable variation in stand- 
ards from State to State. The size of existing State old-age assistance 
loads reflects great variations in assistance standards as well as in 
the extent of need. 

There are few States which are now doing so nearly complete a job 
of providing medical care through old-age assistance that they might 
not have an equal number of aged persons who are medically indigent. 
In States that provide very little medical care through the old-age 
assistance program, much larger proportions of the aged could quality 
as medically indigent under a program with a uniform definition of 
need. With the definition left to the States, however, it is doubtful 
that these gaps would be closed and much the same interstate variation 
might be expected to persist in a special assistance program. 
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For illustrative purposes, then, it might be assumed for the country 
as a whole that additional aged persons equal in number to those 
already receiving old-age assistance would have their hospital costs 
paid through a special assistance program. This would amount to 
some 214 million persons. They could be expected to represent a high 
cost group since they would include persons who were medically 
indigent by virtue of serious illness and heavy medical expenses. If 
it were assumed that they would receive on the average 3 days, or 
alternatively 4 days, of hospital care per person per year, and if 
daily payments to hospitals were the same as those assumed for 
1960 in the cost estimates in chapter V ($27 a day), total annual 
expenditures for hospital care would run in the neighborhood of $200 
million or $270 million with the higher utilization. 

These estimates are appropriate in relation to a benefit limited to 
60 days of hospitalization in a year. Under an assistance program, 
such a limitation on the number of benefit days is less justifiable than 
under an insurance program. On the other hand, it is probable that 
average daily perents to hospitals under a Federal-State assistance 
program woul lower than those used in these calculations. 

e costs of nursing homes care, if provided on a uniform national 
basis under a program for the ws a ~ indigent, would probably be 
of about the same magnitude as the costs suggested in chapter V for a 
broad nursing home benefit, although it is assumed that the lower 
of the two daily rates of payment to nursing homes used in that 
chapter is the one that woul obtain under an assistance program. 
The range of annual costs for this kind of nursing home provision 
in 1960 might thus be in the neighborhood of $320 million to $520 
million for persons aged 65 or over. For a program with standards 
set by the individual States, the costs would again be less. 

the costs cited above apply to a program of medical assistance 
for the aged only. If assistance were extended to other medically 
indigent persons or if all types of medical service and not only hos- 
vical Gad nursing home care were covered, the costs would be very 
much larger. 

The proposals considered in this chapter thus run the gamut from 
almost no cost to the Federal Government to costs of many millions 
of dollars. The provisions suggested likewise range from those that 
would assist small or large —— of the aged with all or only a 
part of their medical costs. e great variation in the potential im- 
pact of these proposals illustrates the complexity of the problem with 
which this study has attempted to deal. 


SOURCES 


(1) Examples are the following bills introduced in the Senate of the State 
of New York in 1957 and 1958: 

On January 22, 1957, S. Int. 551—No. 552 (re insuring preexisting conditions) ; 
8S. Int. 624—Nos. 640, 2116 (re noncancelability) ; and 8S. Int. 623—No. 639 (re 
provision for conversion from group to nongroup insurance) were introduced. 

On March 5, 1958, S. Int. 3648—Nos. 4161, 4883; S. Int. 3649—Nos. 4162, 4384 
and S. Int. 3650—Nos. 4633, 4385 relating to conversion and cancellation were 
introduced. S. Int. 3647—Nos. 4160, 4882 of March 5, 1958, provided for clear 
printing on insurance contracts of the provisions relating to age limits, policy 
cancellation and renewal dates, grace periods and the like. 

(2) U.S. Senate, 8ist Congress, 1st session, “Hearings Before a Subcommittee 
of the Committee on Labor and Public Welfare on S. 1106, S. 1456, S. 1581, and 
8. 1679,” part I, pages 165-166. 
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Apprenpix A 


Estimated number of persons eligible for monthly benefits under the OASDI 
program, Jan. 1, 1960 


[In thousands] 
Type of beneficiary and age Total Men Women 
Persons aged 65 years and over.......--..-.....-..-----.-- 11, 591 5, 890 5, 701 
4, 858 2, 390 2, 468 
3,078 1, 676 1, 402 
Disabled workers aged 50 to 64 
Young survivors and dependents... 
Mothers: 

Widows and young wives of retired workers_ rel 

Children: ! 
Surviving children and children of retired workers___- 
Children of disabled 
Total...... 


1 Includes dependent disabled children aged 18 and over whose disability began before age 18. 


Hospital utilization rates: Average days of general hospital care per person per 
year, used in developing cost estimates for hospitalization benefits for OASDI 


beneficiaries 
Hospitalization up to 60 Hospitalization up to 30 
days in a year days in a year 
OASDI benefic type 
ied Low cost High cost Low cost High cost 
hospital hospital hospital hospital 
factors factors factors factors 
ale: 
Female: 
75 and over_.__- 3.3 4.1 2.7 3.1 


1 Calculated from the age-sex specific utilization rates weighted by the estimated number eligible for 
OASDI as of January 1960. ‘The long-range cost estimates use the age-sex specific rates applied to the esti- 


mated population in the specified years. 
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Summary of estimated 1960 costs of alternative programs’ (ewclusive of costs 
of administration) 


Costs 
Number of 
ype of program persons 
tected Millions of | Percent of 
millions) dollars taxable 
payroll 
OASDI program 
Hospital serv tee benefits, 60 days: 
All OASDI beneficiary 16.2 895.4 0, 427 
Aged eligible persons (women 62+, men 65-++) 3_...__.- 13.2 826.3 - 395 
Limited skilled nursing home benefit (aged and disabled) - 13.6 14.0 . 007 
General nursing home benefit (aged and disabled) - -....--. 13.6 363-885 24 
Subsidy to private carriers: 
Part of premium to offset excess hospital costs of aged: 
If three-fourths of all aged 65 or over participate 11.8 
If one-half of all aged 65 or over participate... 7.8 
Part of premium for low income aged not on public assist- 
ance: 
All with incomes of less than $2,000. 10.0 
Three-fourths of those with incomes of less than $2,000. 7.5 
Federal assistance to medically indigent: 
Hospital care for persons aged 65 and over: 
Jniform Federal standards... 11.6 | 
Nursing home care for persons aged 65 and over: orm 


1 For basis of estimates see ch. V and re | 
2 For comparison with programs relati 
and over number 11.6 on and hospital be 


Estimated long-range costs of hospital service benefits for persons eligible for 
OASDI, as a percent of taxable payroll (low cost and high cost assumptions 


persons aged 65 and over, the OASDI eligibles aged 65 


for hospital cost factors, intermediate cost assumptions for all other factors) 


for benefits up to 60 days in a year, by beneficiary type, selected years 1965- 


2050 * 
Hospitalization up to 60 days in a year 
Year 

bene- Aged! — 

ciary an workers 

types children * | and their 
dependents 

Low cost hospital factors 
1965_ whet 0. 42 0. 38 0.01 0. 02 
1990 — 59 55 O01 -03 
- 68 65 - 03 
premium cost 58 54 -01 - 08 
High cost hospital factors 

0. 53 0. 48 0.02 0. 03 
-58 53 -02 - 03 
62 . 67 -02 -03 
. 67 62 .02 03 
-70 -01 - 03 
-73 - 69 -O1 03 
. 87 83 -01 04 
Level premium cost 74 . 69 03 


1 Excludes administrative costs. Taxable earnings limit of $4,800 a year. For assumptions as to hospital] 


cost factors see ch. v 
2 Includes women aged 62-64 


3 Survivor children and their mothers and children of retired workers and — mothers under age 62, 


including disabled children aged 18 and over whose disability began before age 1 
4 At 3 percent interest. 
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Estimated long-range costs of hospital service benefits for persons eligible for 
OASDI, as a percent of taxable payroll (low cost and high cost assumptions 
for hospital cost factors, intermediate cost assumptions for all other factors) 
for benefits up to 30 days in a year, by beneficiary type, selected years 1965— 
2050* 


Hospitalization up to 30 days in a year 

Year All bene- Disabled 

ficiary Aged 2 Mothers and workers 

types children 3 and their 

dependents 
Low cost hospital factors 
~42 .38 01 . 03 
-70 . 67 01 03 
Level premium cost ¢____- 49 46 01 02 
High cost hospital factors 

0. 43 0. 39 0. 02 0. 02 


1 Excludes administrative costs. Taxable earnings limit}of'$4,800 a’year. For assumptions {as to hospital 
cost factors see ch, v. 

2 Includes women aged 62-64. 

3 Survivor children and their mothers and children of retired workers and their mothers under age 62, 
including disabled children aged 18 and over whose disability began before age 18. 

4 At 3 percent interest. 


DERIVATION OF HospiTaL Cost Factors ror Lone-RANGE Cost EstTIMATES 


The hospital utilization rates used and the method by which they were derived 
were described in chapter V. The per diem hospital cost figures used in the 
long-range cost estimates were $24 for the aged and disabled and $26 for younger 
eligibles. These figures are 14 percent above the estimated 1956 hospital per 
diem cost figures described in chapter V. 

The actuarial cost estimates for the OASDI system are calculated on the 
assumption that earnings levels will remain stable into the future. The yearly 
costs expressed as a percent of taxable payroll that result from use of this hypo- 
thetical basis are identical with those that would result if benefit levels (and 
all elements entering into the determination of cash benefits, including the tax- 
able earnings limit) were increased proportionately with any increase in earnings 
levels. In relation to the cost of hospital service benefits, this method of calcula- 
tion allows for future increases in hospital costs equal to any increase in the 
general earnings level. The earnings level used in the most recent actuarial 
cost estimates is based on 1956 earnings. The assumed 14 percent increase 
above the 1956 level in the hospital per diem costs used in the long-range cost 
estimates represents the difference between the projected increase in hospital 
per diem costs and the projected increase in general earnings levels between 
1956 and the early 1960’s. 
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Appenpix B 
Masor Leaistative Prorosats In EARLIER CONGRESSES 


Over the years, many and varied proposals have been made for Fed- 
eral legislation to provide health insurance, to stimulate the spread 
of voluntary health insurance, and to support State medical-care pro- 

ms. This appendix summarizes the major proposals made in bills 
introduced in U.S. Congresses beginning with the late 1930’s that are 
relevant to this study. 

The summary is not limited to proposals specifically designed to 
provide insurance against the cost of hospitalization, or hospital and 
nursing home care, for the beneficiaries oF old-age, survivors, and dis- 
ability insurance. It is limited, however, to approaches that could 
be used for this purpose. It omits, therefore, proposals in which the 
primary basis for selecting the population group to be protected is 
not only unrelated to age but is one not likely to encompass many aged 

eople. Thus excluded are such proposals as exemptions or credits on 
Federal income taxes for amounts paid as health insurance premiums 
or special programs for farm families and agricultural migrants, an 
for temporarily unemployed persons. Also omitted, even though they 
may affect substantial numbers of aged persons, are proposals limited 
to public-assistance recipients. 

ome proposals express their coverage in terms of “low-income 

families” or “medically indigent persons” wherever found in the total 
population. Most aged persons and other beneficiaries of the old-age, 
survivors, and disability insurance — could come within their 
re especially if broadly defined. ese proposals are therefore 
included, along with proposals that are either specifically designed for 
all aged persons or for beneficiaries, or that have such comprehensive 
coverage that these groups are included. 

This summary of proposals indicates those on which hearings 
have been held. 


A. REINSURANCE, POOLING, AND REGULATION 


These proposals are designed to encourage the growth of voluntary 
health insurance without requiring any permanent form of Federal 
subsidy or tax. They therefore hold Fe eral subsidization to a mini- 
mum, involving only direct Federal expenditures for costs of admin- 
istration and for sums needed to launch the proposed reinsurance 
corporation. They are intended to encourage expansion of the avail- 
ability of voluntary insurance coverage (1) through legislation waiv- 
ing the antitrust laws so as to permit insurance carriers to pool their 
resources in developing policies and methods for extending insurance 
to substandard health risks, (2) through Federal participation in 
the reinsurance, and (3) through Federal regulation of interstate 
insurance. 


1. Reinsurance and pooling 

Existing antitrust laws constitute a barrier to collective efforts of 
groups of private insurance carriers who might wish to pool their 
experience and technical know-how and their financial resources in 


t] 

0: 

E 
m 

di 

S 
th 

to 

cc 

pe 
ex 

th 

ac 

ar 

ne 

ex 

ca 

195 

1954 

195 

195" 

1957 

195° 

2. 

rel 

as 

pa 

pe 

in 

a | 

as 
Bi 

vel 

tio 

po: 

cor 

com 

ben 

and 


HOSPITALIZATION INSURANCE 105 


the development of new policies to cover unusual risks. Amendment 
of the antitrust laws has been suggested by the Secretary of Health, 
Education, and Welfare. 

A bill whose purpose was “to encourage the extension and improve- 
ment of voluntary health prepayment plans or policies” was intro- 
duced in the 2d session of the 84th Congress. It authorizes the 
Secretary of Health, Education, and Welfare, after consultation with 
the Federal Trade Commission and approval by the Attorney General, 
to approve voluntary agreements between certain private insurance 
organizations to make available new or improved types of insurance 


While the population groups affected were not spelled out, pro- 
ponents of the proposal believed carriers might be more Moe to 
experiment with coverage of substandard risks such as the a or 
those with disabling conditions if they were able to take collective 
action to develop such policies. Experiments in coverage of rural 
and low income families might also be undertaken. 

Improvements in benefits could be tried, such as the sale of more 
noncancellable policies, extension of existing benefits, major medical 
expense policies, and the like. 

o Federal funds were involved in this proposal. The insurance 
carriers would fix their own premiums. 

The following congressional bills embodied this proposal : 


Year Congress Session Bill No. Sponsors 


2. Federal Reinsurance Corporation 


These proposals contemplate the formation of a federally operated 
reinsurance fund to which the Federal Government would make an 
initial contribution and to which insurance carriers would contribute 
asmall percentage of their premium income. The fund would provide 
partial indemnification to the companies for extraordinary losses ex- 
perienced under those health insurance contracts which were reinsured. 

As first roughly outlined in a proposal made by Mr. Harold Stassen 
in 1950 the reinsurance fund would have repaid insurance carriers for 
a portion of any hospitalization claims exceeding a maximum such 
as $1,000 and for medical-surgical bills above a certain maximum. 
Bills actually introduced in Congress have taken three forms. 

(a) The 1950 Wolverton reinsurance proposal—Congressman Wol- 
verton’s proposal embodied the Stassen suggestions with some addi- 
tional features. It contemplated a Federal Health Reinsurance Cor- 
poration. Nonprofit organizations could reinsure their health service 
contracts with this corporation for a premium if these contracts met 


1 Also the 1957 ; pregeens applied only to nonprofit plans and to the smaller commercial 
companies (defined as companies paying out less than 1 percent of all health insurance 


benefits or having less than 0.5 percent of the assets of all health insurance companies 
and plans in the United States). 
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some specific criteria as to population groups covered and benefits of- 
fered. Separate funds to reinsure hospitalization and medical care 
were to be established. The reinsurance could be invoked and the cor- 
ration become liable for 6624 percent of each claim in excess of 
1,000 for any 12-month period for any one individual. 

Subscription charges for the contracts were to be related to sub- 
scribers’ incomes, to encourage participation of low income families. 

The benefits contemplated were as follows: Six months of hospital 
care ~ year with the subcriber himself to pay 5 percent or $1 a day 
whichever was less as coinsurance; 95 percent of physicians’ charges 
in hospitalized cases; 12 visits with a doctor in his office or at home 
with the subscriber paying out-of-pocket 25 percent. The scale of 
charges to be paid by the insurer was to be fixed; the doctors were 
to agree not to make an additional charge of more than the 25 percent 
the subscriber was to pay directly. The plan did not cover the first 
visit to the doctor. 

The sources of financing the reinsurance corporation pro were 
$50 million from Federal general revenues divided equally into the 
hospital and the medical care funds, and 2 percent of gross premiums 
received for health service contracts. 

The following bills embodied this proposal : 


Year Congress Session Bill No. Sponsors 


(2) The 1954 administration proposal.—The administration’s pro- 
osal for reinsurance departed from the earlier concept of repaying 
insurance carriers a portion of an individual’s large claims and dealt 
with a carrier’s average losses which resulted when the plan paid out 
more than it received in premiums, Both nonprofit and commercial 
insurance companies could participate. 

Encouragement of underwriting major medical expense was antici- 
pated as well as broadening of basic benefits, noncancelable insurance 
etc. The 1954 proposal would have established a reinsurance fund 
which would pay 75 percent of a plan’s losses on reinsured contracts 
that exceeded the premium income of the contracts less 87.5 percent 
of the administrative expenses predetermined for the contract. The 
Federal Government would lend the fund $25 million which would 
eventually be refunded from reinsurance premiums. Premiums of 
unspecified size (but 2 percent of reinsured premium income was dis- 
cussed) would be paid by the carriers to the fund. 

a 1954 administration proposal was introduced in the following 


Year Congress Session Bill No, Sponsors 
1954. 83d Wolverton. 
Cooper, Upton. 
Ferguson, 
and Saltons 
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There were hearings on H.R. 8356 in March, April, and May 1954 
and on S. 3114 in April 1954. The House Committee on Interstate 
and Foreign Commerce reported out H.R. 8356, but it failed to carry 
and was referred back to the committee, which took no further action. 

(c) The 1955 administration proposal.—A revised version of the re- 
insurance proposal of the 83d Congress was included as title I of an 
omnibus health bill introduced in 1955. The reinsurance fund was 
divided into four parts and each separate fund was to receive an 
initial $25 million in Federal money to launch it. The four funds 
dealt with: (1) plans for low and average income families, (2) major 
medical expense contracts, (3) plans specifically designed for rural 
areas, and (4) certain other plans. : 

Other features, including the terms of the reinsurance premiums 
and the claims formula, were the same as in the earlier administration 
proposal. 

A type of contract providing a wide range of benefits but with 
coinsurance features was included for low income families. 

Under the 1955 proposal, the Federal Government would contrib- 
ute up to $100 million which would eventually be paid back. Partici- 
pating insurance companies were to pay the fund an unspecified per- 
centage of their premium income as reinsurance premiums. 

The following bills embodied the proposal: 


Year Congress Session Bill No. 7. ! Sponsor 

84th... H.R. 3458_..| Title I...... Priest. 
H.R. 3720. do Wolverton. 
1955. 84th Ist... Smith and others. 


3. Federal regulation 
In 1956 and 1957 three bills were introduced in the House of Rep- 
resentatives whose purpose was to encourage improvements in avail- 
able voluntary health insurance policies, and thus indirectly to pro- 
mote the spread of such protection. The method proposed was to 
prohibit the issuance of health insurance policies which could be can- 
celed after a stated panes for any reason other than nonpayment of 
premiums. The prohibition would apply to insurers engaged in inter- 
onThough applicable both d individual h 
ough applicable both to group and individual policies, the pro- 
hibition would be most in relation to edividually Filer 
chased policies. Such policies are frequently the only ones older 
persons, rural residents, widows and the self-employed can purchase. 
(Bills of similar intent have been introduced into several State 
a notably New York and Oklahoma.) 
ills introduced in sessions of the U.S. Congress were as follows: 


Year Congress Session Bill No. Sponsors 
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B. FEDERAL SUBSIDIES TO PRIVATE CARRIERS 


In recognition of the problem to low-income groups, including the 
aged, of financing their own voluntary health insurance premiums, 
there have been a variety of proposals whose aim is to provide a form 
of Federal subsidy for either part of their premiums or the excessive 
cost of the care they will require, or both. . ; 

The purpose of these proposals is to make possible the inclusion 
under voluntary health insurance of groups inadequately represented 
in the existing enrollment without excessive financial burdens on those 
with low incomes and without either a differential premium on high 
cost risks or higher premium rates for the entire enrollment. 


1. Flanders-Ives proposal 

This proposal, incorporated in a series of bills introduced during 
the period 1949-55, would have built on existing nonprofit plans sub- 
sidizing them from Federal funds indirectly through State plans. 

Among its more important features were (1) scaling of premiums 
to income; (2) encouragement of expansion of coverage and improve- 
ment in the scope of benefits by subsidizing premiums of low-income 
families and losses incurred from above average risks; (3) recogni- 
tion of the fact that existing prepayment plans vary widely in the 
scope of the benefits they provide—the program was designed to be 
adaptable to the existing level of voluntary health insurance benefits ; 
(4) costs reflecting local scales of payment to hospitals and providers 
of services; (5) State operation and control of the program; (6) 
development of health service areas. 

The bill did not attempt to secure uniformity of prepaid protec- 
tion throughout the Nation, or even within a given State, leaving the 
—— = benefits to be determined locally in relation to those locally 
available. 

Any resident of a State having an approved State plan would be 
eligible for participation. Eligible persons could request payroll 
deductions for premiums. Premiums could be paid on behalf of 
welfare clients. 

The bill spelled out a rather complete list of personal health services 
which might be provided including hospital room and board, services 
of physicians, dentists, nurses, and other auxiliary personnel, and 
related drugs, appliances, and ambulance service. 

The regional health authority was to determine for its locality which 
of the benefits spelled out above might be included in contracts with 
prepayment plans in their local area. The regional health authority 
and each local prepayment plan would then enter into a contract 
for — benefits selected from among these. The premiums estab- 
lished under these contracts were to be determined by the relationshi 
of the benefits afforded to a so-called cost norm, priced to provide 
fairly complete coverage of physicians’ services and 30 days of hospital 
care per person per year. 

Financing the costs of the benefits agreed on would involve funds 
from three sources—subscriber premiums which would be related to 
family income as well as benefits insured ; State and local subsidies to 
bring actual premium income up to an “allowed cost”; and Federal 
grants to the States, varying according to the State’s per capita income, 
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to —_ one-third to three-fourths of the subsidies paid to the prepay- 
ment plans. 
Under the Flanders-Ives proposal, the local prepayment plan could 
provide either service benefits or cash indemnification of the claimant. 
The following bills embodied this proposal : 


Year Congress | Session Bill No. Sponsors 
H.R. 4924. Fulton, Hale, Her- 

ter, Javits, Morton, 
and Nixon. 

Flanders, and Ives. 


Hearings held in June 1949 included testimony on S. 1970; hearings 
were held on H.R. 4918 and other identical bills in July 1949. 

2. Hill-Aiken proposal 

These bills (1949-53) were intended to provide voluntary health 
insurance for persons unable to pay part or all of the usual premium. 
Each State was to establish a State agency which would administer 
the means test. It would collect the portion of the premium from 
persons able to pay part of the cost, and pay the insurance plan the 
entire premium with respect to all such insured persons. The State 
agency would reimburse the plan for payments made to hospitals, 
etc., for care of persons certified as eligible for State payment (i.e., 
unable to pay any of the cost). j 

The plan contemplated service benefits covering 60 days of hospi- 
tal care per bee. surgical, obstetrical and medical services in the 
hospital; and diagnostic and outpatient services in hospitals or 
diagnostic clinics. 

Of the public —- for low income groups paying none of their 
costs or only part of their premiums, the Federal Government would 
ses from one-third to three-fourths (depending on the State’s 

ancial ability) and States and localities would coms equally the 
remainder. 

It was specifically provided that persons eligible for State payment 
were to be issued “membership cards,” indistinguishable from those 
of regular members. 

This proposal was introduced in the following bills: 


Year Congress | Session Bill No. Sponsors 
Withers, Aiken, and 
orse. 


Hearings were held on S. 1456 in May and June 1949. 


a 
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C. FEDERAL GRANTS FOR STATE HEALTH PROGRAMS 


Proposals for Federal grants to State-operated medical care pro- 
lay out only broad outlines of the type of program envisaged, 
levies to the States the specific provisions. 


1. The Wagner proposal of 1939 

The coverage of the Wagner proposal of 1939 was in terms of all 

rsons included in benefits of those State plans approved by the 
Social Security Board “for extending and improving medical care” ; 
persons living in rural areas and those in greatest need were specifi- 
cally mentioned. Similarly, the benefits contemplated were to be de- 
termined by the States in plans approved by the Social Security 
Board and could include “all services and supplies necessary for the 
prevention, diagnosis, and treatment of illness and disability.” 

State funds were to be provided according to a variable matching 
formula, but no Federal matching was allowed for so much of the 
State expenditure as was in excess of $20 a year per individual eligi- 
ble for medical care. 

The method of paying the providers of services was left to the State. 

This proposal was included in S. 1620 (76th Cong., 1st sess.) intro- 
duced by Seater Wagner in 1939. There were hearings on this bill 
in the period, April to July 1939. 


2. The Capper bills (1939-41) 


The Capper bills were designed to foster State programs of medical 
care for lower income workers with coverage, for most of them, on a 
compulsory basis. The population groups to be covered were to be 
determined by the State, with workers’ contributions related to their 
income and with Federal financial participation limited to persons 
with lower earnings. 

Minimum benite to be provided in approved State plans were 
specified. Details differed in various versions of the proposal but, in 
general, these included general practitioners’ services in the home, 
office, and hospital, most dental services, home nursing care, maternity 
care, and, if prescribed, hospital and specialists’ and laboratory serv- 
ices and care. 

Contributions would be made to a health insurance fund in each 
State by the Federal and State Governments, by compulsorily covered 
workers and their employers and by other workers requesting volun- 
tary coverage. While details differed, each of the bills introduced b 
Senator Capper (S. 658 in 1939; S. 3660 in 1940; and S. 429 in 1941 
provided that the amounts of workers’ contributions would vary di- 
rectly with their incomes, with compensating increases for the lowest 
income workers from either employer or State-Federal contributions. 

The method of paying the providers of care would be determined 
by the States or by local] areas within the States. 


3. The Taft bills (1946-49) 

Another proposal in which Federal grants would be used for State- 
operated programs was embodied in the Taft bills of 1946-49. In 
these proposals it was recognized that the State-operated programs 
might utilize voluntary health insurance in the provision of service. 
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The Taft proposals would have covered all those families and indi- 
viduals in the tate unable to pay the whole cost of needed medical 
and dental services. 

Federal grants would be made to each State, on the basis of State 

pulation, to carry out surveys of existing medical, hospital, and 

ental services and to formulate “in detail” a 5-year plan for extend- 
ing such services to persons unable to pay. The Federal share was 
to be matched by each State. 

Federal matching grants for eae out approved State plans 
would be made on a variable matching asis, varying between 3314 
and 75 percent inversely with each State’s per capita income. 

Total contributions from the State and from local governments 
could not be less than their expenditures for medical services to the 
covered groups prior to initiating the program and not less than 
the difference between the Federal grant and the cost of the approved 
State plan. Contributions from private institutions were allowed. 

Collection of _ of the costs of services from those patients or 
their families able to pay part of such costs could be provided for in 
the State plan. 

Each State might choose any one (or a combination) of several ways 
to provide and to pay for services to eligible recipients. Use of non- 
profit a plans as insurers or agents and the reimbursement 
of ee eee and private, nonprofit organizations for services 
rendered to eligible recipients were mentioned. 

This proposal was embodied in the following bills: 


Year Congress} Session | Bill No. Sponsors 
79th...-- 2d.......| 8. 2143..| Taft, Smith of New Jersey, and Ball. 
80th..... ist.....2 8. 545...) Taft, Smith of New Jersey, Ball, aad Donnell. 
8. 1581_.| Taft, Smith of New Jersey, and Donnell. 


There were hearings on S. 545 in May, June, and July 1947 and 
January, February, May, and June 1948. Hearings on S. 1581 were 
held in May and June 1949. 


4. The Lodge bills (1940-49) 


This proposal restricted the subsidization to certain high-cost drugs 
and medical services and would not have covered hospitalization costs. 

The population group affected was described in terms of “such per- 
sons as may require ‘X-ray services, laboratory diagnostic servi 
respirators, and the drugs useful in treating or preventing the liste 
diseases’ and such other infectious or chronic diseases as the Surgeon 
General may from time to time prescribe.” 

Federal grants to each State would constitute one-half of all funds 
spent under the State’s plan. Conditions under which recipients 
would pay for part of these services, while not mentioned in the pro- 
posal, could presumably be specified in State plans and could include 
use of voluntary health insurance plans. 

Senator Lodge introduced the proposal in 1940 (S. 8630), 1947 (S. 
678), and 1949 (S. 1106). There were hearings on S. 678 in April 1948 
andon S. 1106 in May and June 1949. 
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D. NATIONAL COMPULSORY INSURANCE WITH STATE OPERATION 


A series of proposals for a national reey moog of health ben- 
efits was introduced by Senators Wagner and Murray and Congress- 
man Dingell during the period 1943-57. These proposals provided for 
the setting up of a separate account in the U.S. Siveauen and for pay- 
ments to this account computed as a percent of the taxable earnings of 
insured persons. 

The compulsory coverage of the proposals included almost all em- 
ployees an shcaniend in private pursuits, Federal civilian em- 
ployees and annuitants, and persons entitled to OASDI benefits, and 
their dependents. Groups not compulsorily covered, such as recipients 
of public assistance, the unemployed, and certain persons in tempora 
employment (and their dependents) could be insured for any vunads 
for which payments were made by or for them or for which guarantees 
of neue were made by any local, State, or Federal agency. 

he benefits proposed included almost all physicians’, dental, and 
home nursing services; hospital services for periods up to 60 days per 
beneficiary per year; prescribed auxiliary services and appliances and 
usually expensive ae All benefits except general practitioner and 
dental services would be available only be referral or prescription. 

Since the Wagner-Murray-Dingell proposal was introduced as a 
health rather than a tax measure, the exact methods of raising Federal 
revenues to finance the benefits were not specified in the bill itself. 
However, the bill was so drafted as to make it clear that revenues 
would come, in the main, from payroll taxes. 

The proposals contemplated administration by the States as agents. 
Any State could assume responsibility for administering the specified 
benefits within its boundaries by submitting to the National Insurance 
Board a plan which complied with listed provisions in the bill. The 
National Insurance Board could itself administer the program in 
States without approved plans. 

Federal authorities would divide funds among the States on the 
basis of population, availability of health resources, and differin 
costs of services in various areas. State administrative agencies a | 
contract with providers of care and fix rates of payments for services; 
State agencies would pay providers’ bills or might utilize local health 
region officials or nonprofit voluntary prepayment plans as agents for 
making such payments. Physicians would select the manner in which 
po would be reimbursed, whether by fee-for-service, capitation, or 
salary. 
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This proposal was included in the following bills: 


Year Congress Session Bill number Sponsors 

1947_ 80t _| Wagner, Murray, 
Chavez, 
Taylor, and 
McGrata. 

Pepper, Chavez, 
Taylor, and 
McGrath. 

Pepper, Chavez, 
Taylor, McGrath, 
Thomas, and 
Humphrey. 


1 These 1943 bills called for Federal administration rather than through a State plan. 


There were hearings on S. 1606 in April-July 1946; on S. 1320 in 
May-July 1947 and January, February, May, and June, 1948; on S. 
1679 in May and June 1949; and on H.R. 4312 and H.R. 4313 in July 
1949. 


E. FEDERALLY OPERATED HEALTH INSURANCE 


Various proposals have been made over the years for national health 
insurance operated by the Federal Government. These include a pro- 
posal for voluntary insurance, one which combines compulsory cov- 
erage for workers with low earnings with voluntary coverage for 
others, a proposal for compulsory hospital insurance ,# persons cov- 
ered by old-age, survivors, and disability insurance and one for benefi- 
ciaries of that system. 


1. National Voluntary Health Insurance 

As proposed by Senator Hunt in 1950 in S. 2940 (81st Cong. 2d 
sess. ), any individual who, with his dependents, had an annual income 
of $5,000 per year or less, who applied for the insurance, and who paid 
the prescribed premiums would be covered along with his dependents. 

The benefits contemplated included medical, surgical, and dental 
services regardless of location; home nursing care; hospital care and 
related services for up to 60 days per person per year; such auxiliary 
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services as laboratory tests, X-ray, diagnosis or treatment, op- 
pom aa services, appliances, unusually expensive drugs, and so 
orth. 

The program would be administered by a National Health Insur- 
ance Board with the Surgeon General as chairman and four additional 
a — members, within a proposed Cabinet-level Department of 

ealth. 

Insured persons would be free to select and change physicians, 
dentists, hospitals, and so forth. 

It was proposed that a Personal Health Insurance Account be cre- 
ated in the U.S. Treasury. All premiums, as set by the National 
Health Insurance Board, would be paid into this account. Reserves 
in the account could be invested in the same manner as those of the 
Federal old-age and survivors trust fund. Congress was authorized 
to 5 a se additional money to the account when needed to carry 
out the program. No participation by State or local governments or 
private organizations is indicated in this proposal. 

Payments to the providers of medical care benefits were to be made 
directly from the personal health insurance account under regulations 
puncndigntal by the National Health Insurance Board. 


2. National health insurance combining compulsory and voluntary 
coverage 


In 1938, Congressman Treadway introduced this proposal in H.R. 
9847 (75th Cong., 2d sess.). Compulsory coverage was proposed for 
almost all employees (including dependents) earning $1,800 per year 
or less (agricultural employees excepted), with voluntary coverage for 
all other persons. 

The proposed benefits included almost all physicians’ services; hos- 
pital services up to 10 consecutive weeks per illness per person ; “nec- 
essary” drugs and laboratory and diagnostic services. Services for 
diagnosis and treatment of any disability or disease for which public 
care was available “free” or “at seminal dia s” or for which some 
agency oF other person was required to pay would not be included. 

Each employee covered compulsorily would contribute 2 percent 
of his remuneration, but not less than 35 cents per week nor more 
than 70 cents per week or $36 per year. His employer would con- 
tribute 1 percent of such employee’s remuneration, but not less than 
20 cents per week nor more than 35 cents per week or $18 per year. 

All voluntarily covered persons would make sufficient contribu- 
tions, as determined by Federal authorities, to pay benefit and ad- 
ministrative costs for such persons. 

Moneys would become part of a “health insurance fund” operated by 
a “Health Insurance Commission” set up as a public corporation to 
administer the plan. 

The Commission could pay physicians on a salary, a capitation, 
or a fee-for-service basis, except that, if fees were paid, maximum 
amounts, based on the number of patients, would be set and fees 
prorated accordingly. 

Workers in any industry having a private medical services in- 
surance plan would be excepted from compulsory coverage if the 
private benefits were at least equal to those under the public plan. 
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3. hospitalization insurance for persons covered by 
ASDI 

The Eliot and Green bills (1942-45) included provisions for a 
federally operated program of hospitalization insurance through an 
expansion of the coverage and benefits of the old-age, survivors, and 
disability insurance system. 

Almost all employed and self-employed persons would have been 
covered by OASDI. and they and their dependents insured for up to 
30 days of hospital care. (Government employees could be covered 
by special arrangements. ) 

‘The hospital insurance would be financed through payroll taxes, 
applying to the same portion of earnings taxed for purposes of cash 
benefits. 

Administration was to be entirely through the Social Security 
Board. The Board would pay hospitals directly for the costs of hos- 
pital care or might accept and pay claims from insured individuals 
who had received care. Participating hospitals would be approved 
by the Board with respect to care offered. 

The proposal was introduced by Congressman Eliot in 1942 (H.R. 
7534) and by Senator Green in 1943 (S. 281) and 1945 (S. 1188). 


4. Compulsory hospitalization insurance for OASDI beneficiaries 

The first bill embodying a proposal for hospitalization benefits 
for beneficiaries under title II was introduced into Congress in 1952. 
With minor variations, this proposal has been introduced in each of 
the Congresses since then. Among the bills introduced in the 85th 
Congress is H.R. 9467 (the Forand bill) to provide nursing home 
benefits and surgery as well as hospitalization benefits. 

‘The essential features of these proposals are as follows: Persons 
eligible for insurance benefits, whether currently drawing benefits or 
not, would be insured for up to 60 days in a year for semiprivate 
room care in short-term hospitals. The hospital benefit would be a 
service benefit and would include those services, drugs and supplies 
which the hospital customarily furnishes its bed patients. The 
Forand bill (H.R. 9467) also proposed to pay the costs of skilled 
nursing home care for patients transferred from the hospital (up 
to a total period, including the hospital stay, of not more than 120 
days in a year) and of surgical services provided in a hospital (or, 
in case of emergency or minor surgery, in the outpatient department 
of a hospital or in a doctor’s office). 

Hospitals would be paid on a cost-incurred basis or on a reasonab] 
equivalent basis. The methods of paying the hospital varied with 
the administrative arrangements suggested in the various bills. Un- 
der the early proposals where the Federal Government was to use 
State agencies as its agent, the State agency would either pay hospitals 
within the State for the care rendered eligible persons or would 
utilize private nonprofit health insurance plans to negotiate with 
and pay the hospitals. Under more recent proposals national ad- 
ministration has been proposed, with the Secretary of HEW given 
authority to negotiate agreements directly with hospitals or to use 
the services of such agencies as Blue Cross. 

Benefits would be financed through the social security payroll tax 
paid compulsorily by covered employees, their employers, and the 
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self-employed. The amount of the additional payroll tax would, 
of course, depend on the exact benefits proposed. The level premium 
cost of the Forand proposal for hospitalization, nursing home and 
surgical] benefits was estimated at one-half of 1 percent of covered 
ayrolls. 
" ‘he earliest proposals contemplated that the program would utilize 
the States, and preferably the State public health agencies, as ad- 
ministrative agents. Only in a State which did not effect an agree- 
ment to administer the program would the overall administrative 
functions be performed federally. (Necessary regulations relating 
to the program in general and determinations as to an individual’s 
insured status would, of course, be made at the Federal level.) Asa 
result of the post-1952 development of national Blue Cross contracts 
and the implementation of Medicare, more recent proposals have 
contemplated national administration of the hospitalization benefits. 
The following bills have embodied this proposal : 


Year Congress Session Bill Number Sponsor 

and 


1 Includes provisions permitting States to extend hospitalization coverage to noninsured aged persons, 
2 Includes nursing home benefits and surgery. 


Hearings before the House Committee on Ways and Means on all 
titles of - Social Security Act, in June 1958, included testimony on 
H.R. 9467. 


Appenpix C 


From report of House Ways and Means Committee to er sr 
H.R. 13549, Social Security Act Amendments of 1958 (85th Cong., 
2d sess., H. Rept. 2288, pp. 6 and 7) : 


Your committee is very much aware of the problems faced by the aged in 
paying for hospital services and nursing home services. A number of bills 
introduced in the 85th Congress would broaden the old-age, survivors, and dis- 
ability insurance program to provide for payment of the cost of hospitalization 
and nursing home services for beneficiaries under this program. In the recent 
public hearings that your committee held on social security, a number of wit- 
nesses testified on these proposals. 

There was considerable testimony to the effect that, under existing arrange- 
ments, insurance against the cost of needed hospital and nursing home services 
is out of reach of many older people. There appears to be a need for making 
this protection available to older people. Your committee believes, however, 
that more information on the practicability and the costs of providing this kind 
of protection through various methods should be available before it entertains 
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any recommendation for legislation on the subject. A study of alternative ways 
of providing insurance against-the cost of hospital and nursing home care for 
old-age, survivors, and disability insurance beneficiaries should be made. 

The alternatives explored should include among other proposals: A prepay- 
ment plan under which persons would, during their working years, pay addi- 
tional social-security contributions which would be used to buy this type of 
insurance (to take effect when the individual becomes an old-age, survivors, and 
disability insurance beneficiary) from private and nonprofit health insurance 
organizations; other methods of providing insurance against the cost of hos- 
pital and nursing home care under title Il; and any other method which offers 
reasonable prospects for protecting old-age, survivors, and disability insurance 
beneficiaries against the cost of needed hospital and nursing home care. The 
study would include, for each of the several alternatives, an evaluation of (1) 
cost of the benefits and (2) administrative implications. 

Your committee has asked the Secretary of Health, Education, and Welfare 
to conduct such a study and to report the results on or before February 1, 1959. 
With the results of such a study available, the Congress will be in a better 
position to decide what legislative measures, if any, should then be taken to 
meet the problem. 
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